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We must never attempt to treat disease in 
man without regard to his social, domestic 
and psychological conditions and environ- 
ment. It is futile to undertake to deal with 
the morbid conditions of his body as if they 
were material entities, like pathological spect- 
mens in a glass jar. We have to consider 
the whole living body and the whole man. 
It is the patient and not his “ disease” 
which we have to treat. In their enthusias. 
to stamp out disease medical men have often 
forgotten this, and seeing a disease before 
them and knowing its antidote they have 
unwisely attempted forthwith to demand its 
immediate and perhaps even compulsory 
application. 
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WOULD like to say first how very 

appreciative I am of being asked to 
take part in this meeting today. My very 
natural reaction to the invitation was to 
wonder whether I was qualified to say any- 
thing on the subject of family welfare work. 
Then it occurred to me that I was probably 
typical of a great many laymen in this field 
of social service—untrained, inexperienced, 
with only a limited amount of time and 
strength to spend, and yet thoroughly sym- 
pathetic and anxious to have a real part in 
its development. Knowing that this was to 
be primarily a layman’s meeting, I felt it 
might be appropriate to try to express the 
thoughts of just such a person. 

It is with this in mind that I would like 
to discuss two different questions today: 
First, just why family social work has to me 
such a strong appeal and why it seems so 
very important to carry on; second, just 
how a layman can contribute to the work 
and how valuable that contribution may be. 

I think my ‘first realization of the value of 
case work came when I was at Vassar Col- 
lege. My room-mate had spent a summer 
vacation with the New York Charity Or- 
ganization Society as a member of its Junior 
Month group. Here she had learned some- 
thing about case work, and on returning to 
college, was carrying on her work with 
families in Poughkeepsie. She used to tell 
me about them and I grew to feel a keen 
interest in their progress. Her work showed 
me how great a comfort to the clients her 
personal interest was. It showed me that 
her contribution to their problem was not 
alone one of money but of sympathy, under- 
standing, advice, and encouragement. I 
think that everyone who understands family 
case work has at some time or other had just 
such a personal experience either actually or 
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through another’s eyes. There is a human 
appeal which is back of the whole movement 
and cannot be gainsaid. 

This experience at. college made me wish 
to take some part in family welfare work. I 
realized that this was a kind of real help for 
those whose lives had become too difficult for 
them to handle. Half a century ago people 
who were unhappy and unadjusted and, 
therefore, unuseful citizens, met for the most 
part one of two attitudes from those who 
would help them: Either they were scolded 
and disciplined for their bad behavior or, 
quite on the contrary, they received long 
impassioned exhortations to be good, to turn 
over new leaves. Family social workers 
have discovered that what these human 
beings needed was not oratory and discipline, 
but insight. They must not tell them what 
to do, but must help them find methods to 
attain satisfactory ways of life. This is self- 
help, not charity, and consequently is more 
permanent in its results. 

The Charity Organization Society move- 
ment soon discovered that for every individ- 
ual who was in trouble the way out would be 
different, and his method of finding it dif- 
ferent. With this individual approach in 
mind the leaders of the movement fought 
against the categorical mass treatment in 
institutions and almshouses which most 
people in need of help received in answer to 
their trouble. Instead, the widow and 
cripple began to be treated individually, and 
it was proved that no two situations are alike 
and no two solutions, therefore, the, same. 

These methods of treatment were de- 
veloped when life was more individualistic 
in every way. If they were found necessary 
then, how much more so must they be now! 
Everything about modern life is on a larger 
scale, more mechanical, more stifling for in- 
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dividual needs. Our economic and business 
life, our factories, our chain stores, our 
amusements have all taken on a mass char- 
acter. When a person is unable to meet this 
life as he finds it, it is usually because he has 
lost his sense of identity and security. The 
family case worker can bring this back more 
quickly than the relief agent or the institu- 
tion employee. I believe that, just insofar 
as our modern life has submerged the indi- 
vidual, just so far has the modern human 
being become more needful of individual 
treatment and understanding. 

Besides these direct needs for family social 
work, it makes another very real contribu- 
tion which seems to me extremely important. 
As a result of the social workers’ close con- 
tact with their clients, they are able to know, 
almost better than anyone, what needs for 
larger social action exist. Family societies 
through their staffs and boards can be well 
informed and wise leaders in social reform. 
Here is the social work laboratory where the 
citizen can see in just what way the com- 
munity lets people down and just what the 
results in human distresses are. These dis- 
coveries are not academic but concrete and, 
therefore, the correct starting point for social 
reform. 


THIS brings me to my second point. Just 
how can a layman contribute to this work 
and how valuable can a partnership between 
laymen and social workers in the same or- 
ganization be? My interest and belief in 
social work leads me to desire a justification 
of the layman’s place in it. What one sees 
of the activities of many citizens along these 
lines does not tend to offer this justification. 
There is much committee forming and 
arranging of benefits and along with these a 
large amount of publicity. There is the use 
of influential names without much spirit 
behind them, and continual buying of tickets 
for one’s own and one’s friends’ so-called 
“pet charities.” All this leads the con- 
scientious person to wonder whether these 
things are not done for reasons far removed 
from the cause at stake. It is a fine thing 
to be known as a public-spirited citizen, and 
it is pleasant to read of one’s activities in the 
paper. It is also much easier for some 
people to lend their names and subscribe a 
few dollars for tickets than to have to con- 
tribute time or thought. However, this is 





not the kind of contribution the social 
worker is primarily looking for nor the finest 
type of layman seeking to give. 

First and foremost, the volunteer and 
board member must be thoroughly sincere in 
their interest. They must analyze their 
reasons for entering the field and must be so 
convinced of its usefulness that that and that 
alone impels them to contribute what they 
can. 

If this sincerity is back of everything, the 
layman will not seek to compete with the 
professional, nor feel inferior because he is 
not as well trained. He will realize that 
these two people together can do more than 
either one alone. He will also realize that 
there are ways in which he alone can help. 
He has a fresh point of view, unwearied by 
the constant burden of trouble which the 
professional carries in his heart. If the pro- 
fessional were to do his job without the 
realization that it was only a part of a larger 
social plan, he would become lost in discour- 
agement. It is the layman who by keeping 
close to the concrete experience of the pro- 
fessional can help to form this larger plan. 
A comparatively small body of social workers 
cannot bring our hundreds of communities 
along very rapidly in their thinking unless 
they have the layman’s help. The forces of 
status quo are much stronger than those of 
change and its takes a tremendous amount 
of energy to keep fluidity and growth in the 
movement. This interpretation to the com- 
munity is the intelligent layman’s job. 

There is a point here which I would like 
to stress particularly. This field of family 
social work is one in which the layman 
should rightly be. When there are people in 
a community who for one reason or another 
are not securing the kind of life that is due 
to everyone, this fact is a community prob- 
lem. It is one that affects all members of 
that community, and consequently should be 
met by a group representative of the whole 
community. Each person interested in solv- 
ing this problem should understand the point 
of view of the other individuals involved. 
Social work cannot be done in this spirit if 
one group gives the money, another group 
gives time and experience, and the third 
group accepts both. 

The client, social worker, and board mem- 
ber should all work together to find how to 
solve the problem and how to avoid it in the 
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future. This is the only way that anything 
permanent can be accomplished and the 
various elements in the community under- 
stand each other and their mutual problems. 
This is why, above all, I feel that a sincere 
and: actually interested layman has a very 
necessary place in family welfare work. 

I have mentioned the points uppermost in 
my mind today. There are many others that 
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might be included, and everyone will have 
his own particular reasons for wanting to be 
active. I believe that if every layman would 
sit down and analyze, as I have tried to do 
for myself, his reasons for taking part in 
family welfare work and what his ideal con- 
tribution might be, he would go forward 
with a renewed energy and faith in his use- 
fulness today. 


The Social Worker as Citizen 


Elmer Scott 


HE community as an actual reality once 

took the form of a geographical area in 
which the people had more or less common 
interests or objectives. Growth and con- 
gestion of population, ease of communica- 
tion, as well as an emphasized profit motive 
have more or less destroyed the old concep- 
tion and presently a community may be 
interpreted as a body of people with common 
interests. A church congregation, Boy 
Scouts, a woman’s club, a Chamber of Com- 
merce, and a Central Labor Council repre- 
sent such communities in a local area. 

In a sense, state lines bound a community, 
and in like manner national boundaries hold 
within themselves a greater community in- 
terpreted ideally as a commonwealth. 

In all types of community, there prevails 
an over-emphasized selfishness or ego which 
tends to defeat the common _ welfare. 
Churches of the same or different denomina- 
tion compete for membership; Chambers of 
Commerce entice industries from sister com- 
munities or foster an underpaid “labor mar- 
ket’ for the same purpose; cultural and 
social movements become competitive; and 
Labor abandons a philosophy of skill and 
common welfare. Within the borders of the 
state lie conflicting interests championed by 
sectional Chambers of Commerce or ex- 
ploiters of natural resources. Economic 
ruthlessness destroys the theory of state 
community welfare. Even in respect to the 
location of state educational and eleemosy- 
nary institutions, municipal and_ regional 
influences are exerted—not in behalf of 
social usefulness but for the sake of private 
profit and local prestige. The national com- 
munity has its own peculiar divisions, one 
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of which is the pseudo-sanct doctrine of State 
Rights—whose chief expression lies in the 
state’s right to do nothing, particularly in 
respect to social welfare. The tariff as a fed- 
eral tool operated at the behest of conflicting 
producing interests. Even the church con- 


tinued a north and south division for nearly 


a century, based originally and strangely on 
a Christian interpretation of human slavery. 
The National Pork Barrel arouses appetites 
whose voracity is limitless and in the 
scramble for federal funds the public welfare 
is prostituted to local and regional demands. 

In all these respects the objectives of the 
real community are defeated. There are at 
least two circumstances whereby temporary 
solidarity is achieved—locally, through a 
major disaster, and nationally, through war. 
In other words, our exceedingly primitive 
civilization unites cohesively only in the face 
of evil and destruction. It remains to be 
seen whether a people such as ours can make 
common cause in behalf of peace and public 
welfare. 


IT is natural that the matter of leadership is 
at once injected. It may be revealed that 
the cry for a leader arises out of moral lazi- 
ness. Since this paper is the outgrowth of 
addresses to social workers, their function- 
ing as citizens is the natural theme at this 
point. It may be observed that many social 
workers crave the role of leadership jn their 
communities. This may be based on their 
assumption of superiority in social thinking, 
but there are some evidences that what is 
secretly desired is an autocracy which would 
compel the establishment of a social order 
such as they conceive to be most beneficent. 
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There is a natural rebellion against the 
dominance of non- and anti-social forces on 
the part of social workers but, by and large, 
the mine-run of lay citizenship does not par- 
ticipate in that irritation. Hence, the com- 
pulsion of a social autocracy might alienate 
the decent citizenship, most of whom are 
motivated by the hope of “ getting ahead ” 
and whose social concepts are rather vague. 

If this presents an impasse, the only 
alternative for the social worker is to become 
a social force in the community without the 
ego of desiring public leadership. This posi- 
tion can be secured only through functioning 
citizenship. The public has been tolerating 
the social worker as a go-between in its rela- 
tion to human misery. His status as a citi- 
zen has been nullified by his own neglect 
and sterilized by a social pacifism. We pro- 
pose at this point that the social worker 
shall quit emphasizing his professional status 
and, while pursuing with all intelligence his 
occupation, shall participate fully in the 
business of citizenship. He is—if qualified 
in his profession—peculiarly endowed to do 
a lot of de-bunking through intelligent exam- 
ination of processes of government, the 
operation of the law, the concepts of educa- 
tion, and the industrial order. Who other 
than the alert social worker is better aware 
of delinquencies in all these respects? But 
the first error of mediocrity lies in invective, 
the second in impatience, and the third in 
the hope for a universal panacea. 

Here again the matter of leadership is 
unavoidable. Having passed through two 
stages—the plumed knight or the man on 
horseback and the group—it seems to the 
writer that there lies just over the horizon 
a third and most promising stage: that is, 
the leadership of ideas. A more or less blind 
followership disintegrates when the great 
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man passes out of the picture. The group 
gets involved in self-aggrandizement as well 
as jealousies and stupid competition. But 
ideas and ideals need not be the “ vested 
interest ” of a dominant individual or of a 
well meaning group. They may pervade the 
body politic by slow infiltration and all who 
possess them are full partners in their 
ownership. As a vivid—though unworthy— 
example, witness how a comparatively peace- 
ful people succumbs to a war mania which 
spreads furiously like a forest fire when 
fanned by the blasts of insidious propaganda. 

If organized murder can thus catch the 
imagination of a whole people, is it not con- 
ceivable that the cause of righteousness and 
peace and security might have an equally 
widespread adoption? But slowly. 
Sudden emotional conversion has its danger- 
ous reactions. There is such a thing as an 
intelligent self-interest that finds its surest 
fulfilment in the well-being of one’s fellows. 
This is a simple philosophy which is readily 
acceptable to all reasonable people. The 
common welfare can thus be taken out of 
the realm of cults, panaceas, and -isms, and 
made a common cause by the mighty and 
lowly alike. It is not the exclusive slogan of 
a service club nor the distinguished pro- 
nouncement of a sociological society. Per- 
sonal leadership and followership are sub- 
ordinated to a common devotion to carefully 
considered objectives whose attainment 
promises universal well-being. 

As a glorified King Canute, the social 
worker is a comparative failure. Only the 
dikes of public opinion will prevent the 
present civilization from being submerged. 
Therein lies the task of the new leadership. 
And it will be a long and weary task. But 
not hopeless. 


December, 1934, The Family 








oup 
vell 
But 
ted 
fa 
the 
vho 
leir 
y— 
ce- 


the 








251 


Problems and Trends in Medical Social Case Work 


Harriett M. Bartlett 


N San Francisco in 1929 the Committee 

on Functions of the American Associa- 
tion of Medical Social Workers? sat down 
to plan the projects which were to carry on 
the study of function begun several years 
previously. We did not at that time even 
dream of the economic maladjustment which 
was to shake society to its foundations in 
the coming years. We visualized the next 
step in our program as a study of a limited 
number of cases, perhaps fifty, through 
which we hoped to learn in greater detail 
about the problems and processes of medical 
social case work which had been broadly 
described in the Committee’s first study. 
From the beginning it had seemed to us that 
the relation of social factors to illness, and 
the social worker’s role in studying, evaluat- 
ing, and treating these social aspects in indi- 
vidual cases, should be the focus of our 
interest. What is there in the fact that the 
medical social worker is concerned pri- 
marily with the care of sick persons, is prac- 
ticing in close and continuous association 
with medicine, we asked ourselves, that 
affects her function? 

In 1932 the Committee on Functions 
began the analysis of sixty cases, focusing 
upon the social component of illness (taking 
social to include not only group relation- 
ships but also psychological and emotional 
aspects). The material analyzed during the 
earlier stages of the study related more to 
the nature of medical social problems than 
to methods of treatment. A similar study of 
one hundred cases made at the Presbyterian 
Hospital, New York, gave the Committee 
practical suggestions regarding methods of 
analysis. 

It seemed to us that, unless the social 
worker was functioning as a part of the hos- 
pital, she might just as well be practicing 
independently in the community. It became, 
then, important to test her work not only 
in terms of its appropriateness to generic 
social case work, but also to medicine and 
the medical institution. And the basic point 
seemed to be whether the social factors on 
which she focused were related to illness 


* Previous to May, 1934, their name was Ameri- 
can Association of Hospital Social Workers. 
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and the patient’s care or not. We found 
that it is customary for the medical social 
worker to collect social data and work out 
with the physician an apparently relevant 
plan of treatment, but, if we push for a 
demonstration as to why this social treat- 
ment is appropriately a part of the medical, 
the evidence is not clearly produced in most 
of our social cases. Is overwork an etio- 
logical factor in this patient’s recurrent 
exacerbations of arthritis? Does this man’s 
marital unhappiness have anything to do 
with his attacks of gastric ulcer? If the 
answer is Yes, then it is surely a part of 
good medical treatment to treat these social 
problems, too; if No, then we may well 
question whether it is appropriate for a hos- 
pital to spend time and money on problems 
beyond its scope. 

There was increasing evidence that social 
factors are to a very considerable degree 
related to medical, and we found that medi- 
cal social workers were seeing this in a gen- 
eral way, but it is a very different thing to 
present a scientific demonstration of such 
relationship. In these days when psycho- 
logical theories abound we found it helpful 
to return to Dr. Walter B. Cannon’s authori- 
tative statement, in Bodily Changes in Pain, 
Hunger, Fear and Rage,? of the actual 
physiological processes by which emotional 
disturbances may result in organic disease. 
But it was only too obvious that we must go 
further back and gain more understanding 
of the causes of the emotional reactions. 
Our study cases showed that the medical 
social worker needed to know and apply to 
the problems of functional and organic dis- 
ease with which she was concerned all avail- 
able tested knowledge regarding human 
motivation, and suggested that we had only 
made a beginning in this direction. It 
seemed clear that the final decision regard- 
ing the significance of this material to diag- 
nosis and treatment in any particular case 
does not rest with her but with the physi- 
cian. Since the social area is her constant 
focus and she is more continuously con- 
fronted with this type of problem than any 


*D. Appleton, New York, 1929. 
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other members of the medical team, it is 
wholly appropriate for her to keep bringing 
to the physician for a joint evaluation all 
potentially pertinent material that she dis- 
covers in her cases. And in this quest she 
must be continually alert, equipped with 
scientific knowledge, and able to distinguish 
interesting theories still in the hypothetical 
stage from those authoritatively established. 
She must avoid the danger of allowing any 
one approach to dominate her work. In 
some of the earlier cases we noted an exces- 
sive concern with environmental factors, 
whereas more recently there is the possi- 
bility of falling over into excessive emphasis 
upon the emotional aspects. 

In organic disease physical and environ- 
mental factors will always be of the utmost 
importance. In studying human behavior 
we can never afford to emphasize individual 
at the expense of social experience. Under- 
standing of the emotional drives and _ inti- 
mate experiences of the individual will go a 
long way to explain his behavior and atti- 
tudes, but this is not the whole story and we 
must learn to integrate with it, more success- 
fully than we have yet succeeded in doing, 
knowledge regarding the physical organism 
and cultural influences. 


W HEN we attacked the problem of treat- 
ment two things became increasingly ob- 
vious: that the medical social worker was 
not clear as to the role she might most effec- 
tively adopt in treatment and that ideas in 
the general field of social case work were 
developing so rapidly that it was impossible 
to make any authoritative statement at the 
time. We saw the medical social worker 
devoting her efforts in our cases mainly to 
environmental adjustments, to interpreta- 
tion of medical social situations to the 
patient and many others, to tying together 
the professional services of many persons 
within and without the hospital so as to fur- 
ther the effective care of the patient. We 
saw her awakening to the significance of the 
client-worker relationship as a tool of treat- 
ment and beginning to employ it consciously 
in a few cases, but only in a few. 

In these cases of our study, as in all social 
case work today, we noted two major 
emphases—the social worker as representa- 
tive of the community, and as counselor to 
the individual. In a recent discussion of the 
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social worker’s relation to her client Miss 
Bertha C. Reynolds said: 


All of these trends toward understanding and 
treating clients as individuals have led to an 
increased attention to the client’s goals rather than 
the social worker’s goals in the treatment relation- 
ship. Miss Robinson has shown this clearly in 
the book which has given stimulus and direction 
to much of this thinking (A Changing Psychology 
in Social Case Work, published in 1930). In 
accepting a relationship which may change him 
personally the client has a right to decide whether 
he wants treatment, and how much. He must be 
willing to accept responsibility for using what his 
professional counselor has to give, in such a way 
as to make it his own and so to apply it himself 
to his problems of adjustment. This introduces 
something very like the psychology of private 
practice into a professional group which has, on 
the whole, been thinking heretofore largely in 
terms of community welfare, or at least in terms 
of the welfare of individuals as that might be seen 
by a professional representative of the community.’ 


This idea of the different roles the social 
worker may play in a situation reinforced an 
approach with which we had been experi- 
menting in our case evaluation conferences 
at the Massachusetts General Hospital, 
where we tried to ask ourselves in any one 
case whether we were focusing upon the 
patient alone, or accepting also responsibility 
for problems of the patient group and the 
community. If we turn to examine the 
peculiar circumstances that characterize the 
methods by which organized medicine cares 
for the sick person, we can discern a number 
of distinct roles that the medical social 
worker is called upon to play in relation to 
the patient : 


(1) Her primary rédle would seem to be as a 
member of the medical team (functioning under 
the leadership of the physician in association with 
the nurse, dietitian, occupational therapist, and 
other specialists). The patient has come to the 
hospital for advice and treatment of his illness, a 
technical subject regarding which he knows little. 
In relation to the understanding of a complex dis- 
ease or the making of elaborate medical plans he is 
likely to accept the social worker as part of the 
hospital and to look to her for guidance. She 
may thus assume in her relationship with him a 
leadership that the hospital has always assumed 
toward its patients. 

(2) In the administration of a medical institu- 
tion there are social problems toward the solution 
of which the method of social case work has been 
found to contribute and thus we find the social 


’“ The Social Case Worker’s Relationship to 
Clients When the Community Demands Action of 
a Definite Sort,” in Papers of the Annual Con- 
vention of Travelers Aid Societies, June, 1933. 
National Ass’n of Travelers Aid Societies, New 
York, 1934. 
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worker functioning as a representative of the 
administration. 

(3) A hospital has many community responsi- 
bilities, of which the outstanding concerns com- 
municable disease. It is an important function of 
the social worker to relate the activities of the 
hospital and the community and at times her rdle 
as representative of the community becomes 
primary. 

Although some medical social workers 
specialize in the administrative role, most 
function in all three enumerated, shifting 
from one to another in a single case. In any 
of these roles, it is possible to emphasize 
either the community or the individual point 
of view, an emphasis that may be uncon- 
scious on the social worker’s part. It is to 
be noted that the newer philosophy regard- 
ing the patient’s desire and ability to use 
the treatment offered to him applies in the 
hospital situation to his relationship, not 
only to the medical social worker, but to any 
of the hospital personnel with whom he 
comes in contact. The medical social worker 
does not practice independently, as do some 
social workers, but as a part of a complex 
organized medical service. 

The medical social worker must share 
with all social case work the responsibility 
for thinking through the newer concepts, but 
she has a special duty to apply these to the 
care and treatment of the sick person. We 
have already indicated some of the differ- 
ences in her relationship to the patient 
which may grow out of the hospital situa- 
tion. What is the effect upon the relation- 
ship when his desires and the worker’s re- 
sponsibilities as representative of adminis- 
tration or community seem to conflict? The 
psycho-analyst apparently disclaims all re- 
sponsibility for any but the patient’s point 
of view, but can the medical social worker 
follow his example? We have shown that 
medical care is essentially team-work ; what 
does it mean to the patient to be passed from 
one member of the team to another? Are 
such refers being skilfully made and with 
the least possible psychological trauma to the 
patient? In serious physical illness we note 
attitude changes (which Dr. William A. 
White calls “ regressive”); the patient’s 
condition of physical weakness at such times 
would seem to require that, instead of stimu- 
lating him to face and shoulder his burdens, 
as we might when he is well, we should 
temporarily relieve him of them; does not 
this differ from the description of the client- 
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worker relationship customarily found in 
the literature of social case work today? 
And even though every individual reacts 
differently to the sickness situation, are 
there not recurrent problems of chronic dis- 
ease which we might profitably attack as 
specific research projects? 


NO one could be thinking about the rela- 
tion between social factors and illness during 
these past years without being influenced by 
the tremendous societal changes which were 
taking place. Once each year the American 
Journal of Sociology devotes a whole num- 
ber to the consideration of the main social 
trends of the preceding period; in the latest 
number of that type (May, 1934) we see 
dramatically set forth in about thirty thumb- 


nail charts the trends of the decade preced-. 


ing 1932; we see birth and death rates, cost 
of living, farm values, size of the household, 
going steadily down, while married women 
employed, students in high school, insane in 
hospitals, mount just as steadily; church 
membership remains static; income, power, 
and factory production rise to a climax in 
1929 and then drop suddenly. 

What do all these changes in social organi- 
zation, policy, and philosophy mean for us? 
I suppose this is the question we are all try- 
ing to think through for ourselves at the 
present time. 

A few points I have found helpful. As 
social case workers we have declared our 
primary service and skill to be devoted to 
the assistance of maladjusted individuals. 
At times like these it becomes only too clear 
that some of the methods of social case work 
are weakened or destroyed by the inability 
of a disorganized society to provide even a 
minimum for its members. Rather than 
regard either ourselves or our techniques as 
failures, it seems to me saner to recognize 
from the beginning the limitations of social 
case work. Personally I have never re- 
garded it as more than an individual method 
resting upon and supplementing a broader 
program. The new journal, Social Work 
Today, asks in its first issue whether we are 
content with “awareness” and “ bearing 
witness.” If we feel that we are not, we 
must be careful to distinguish between 
action for which our skill and experience 
especially qualify us and that for which we 
are no better prepared than any intelligent 
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citizen. As social case workers we are not 
experts in government, finance, insurance, 
and so on. There is, however, a special 
contribution to social planning which our 
experience qualifies us to make. We can 
and should present (though our statistics 
should be better) specific evidence of medi- 
cal social need; we can demonstrate the 
importance and the appropriate methods of 
community organization to meet the need 
and of individualization within any broader 
social program which is to be developed. 
Another thing we can clearly do is to 
adjust our activities in individual social case 
treatment so as to meet most effectively the 
present situation. So far as the medical 
social worker is concerned, this means sev- 
eral things. She will probably spend more 
time meeting needs that are urgent but not 
necessarily closely related to medical treat- 
ment—needs for food, clothing, shelter, and 
so on—her community function here pre- 
dominating over her strictly medical social 
function. Because of the pressure of num- 
bers she will in many places be doing briefer 
services for more people. We are op- 
pressed with the question that haunts us as 
to whether this means that our work is 
becoming inevitably more superficial. I 
have been greatly interested (and at times, 
I must confess, confused and depressed) by 
the two typical reactions of persons to this 
study of function on which I have been 
working. To some persons it seems unjusti- 
fiable that we should spend time or money 
upon the careful study of our case work 
methods during a period when society is 
being re-made. To others it seems all the 
more important that we should retain a 
sense of continuity and push harder than 
ever to improve our skills at a time when 
they are so greatly needed. The persons in 
the first group feel that they have neither 
time nor strength to look beyond the 
moment’s urgent need or else are convinced 
that social case work in its present form 
will not be needed in the new society. The 
persons in the second group, among whom 
I class myself, are of the opinion that, 
although we shall see a great increase in 
governmental social welfare and social in- 
surance, there will be a need for adjusting 
the individual by social case methods within 
the new programs and also for assisting 


those individuals whose needs are not met 
by the programs. 

We have already amassed valuable ex- 
perience on this point. It is one of the 
recognized functions of medical social work 
to contribute to the administration of the 
hospital. It is also one of its greatest con- 
tributions to the patient’s care to offset 
medical specialization within the hospital 
and social specialization in the community, 
to retain the view of the patient as a person 
for whom a continuous and integrated plan 
is needed. The whole trend in medicine 
would seem to be toward an increasingly 
socialized form of organization; the empha- 
sis upon health and prevention of disease, 
the development of health insurance, point 
in this direction. The growing size of 
medical centers calls increasingly for 
methods of individualizing the patient, while 
at the same time our study of individuals 
facing sickness and disability gives us an 
ever-expanding vision of the personal needs 
here to be met. If I read the trends aright, 
then, there will be greater and greater need 
of social case work in the new medicine, not 
only because of changes in organization, but 
also because of the increasing emphasis 
upon the social component in medical diag- 
nosis and treatment. 

But the medical social worker will not 
find a place in the new program by remain- 
ing passive. Even though I believe that the 
basic methods of social case work will remain 
the same, I agree whole-heartedly with my 
associates who say that we should be adapt- 
ing them to the changing situation so far as 
their use at any one time is concerned. And 
here again we come up against a difference 
of opinion. One group says, What is the 
use of studying longer and fuller cases when 
the bulk of our work is at present short con- 
tacts? and the other group (with which I 
agree) says, Yes, but the skill for the effec- 
tive quick service is developed through the 
understanding of the complete process. I 
have found helpful Miss Antoinette Cannon’s 
way of putting it in the recent volume pub- 
lished by the New York School of Social 
Work*: we must have the whole pattern 
before us and be experienced in its use 
before we can safely trust ourselves to cut- 
ting the process short by following directly 


* Social Case Work: Cannon and Klein. Colum- 
bia University Press, 1933. 
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one specific clue and then another. The fact 
that in many of the cases in our study of 
function the deeper meaning of illness to the 
patient did not emerge for months has con- 
vinced me of the value of studying longer 
cases. 

Let us take for illustration the process of 
admission and discharge of patients to and 
from the hospital. I suppose we should 
regard these as services with a predomi- 
nantly administrative emphasis, but it 
seems that any sort of problem may arise 
through these situations and all the skills of 
social case work may be called into play. 
Here particularly may we see that saving 
of time, effort, and money that comes with 
use of case work skill. I have been con- 
tinually impressed, in the attempt to evalu- 
ate our study cases and also cases in my own 
hospital, with the futility of hasty action to 
meet a superficial need. The social worker 
who is sensitive to the patient’s attitudes 
may be able to help him face his fears re- 
garding operation before he is admitted and 
thus perhaps save a useless admission and 
discharge against advice. Or again, by 
quick sizing up of family relationships she 
may prevent a patient’s being discharged 
from the ward to a home where emotional 
conflict makes satisfactory convalescent care 
impossible. But I cannot see how she can 
expect to do this without making use of all 
the knowledge available regarding the social 
component of illness and human personality. 

Furthermore, the medical social worker 
must not only adapt her own function to the 
situation, but must play an active part in 
helping in the definition of the social func- 
tion of medicine. Recent studies showing 
the irregular incidence of sickness and the 
uneven distribution of health services, as 
well as the growth of economic insecurity, 
make ever more evident the inability of the 
individual to obtain adequate medical care 
without guidance and assistance, and, conse- 
quently, the responsibility of the com- 
munity, through the hospital and in other 
ways, to give such assistance. Although we 
said that the social case worker is not 
usually an expert in large-scale social 
organization, the medical social worker has 
acquired from study and experience con- 
siderable practical and valuabie knowledge 
regarding the social aspects of administra- 
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tion and the community responsibilities of 
the hospital. She should have something to 
contribute when administrators, clinicians, 
and others discuss the new social medicine 
and should be ready to state clearly how 
social case work is likely to be needed and 
to fit into the scheme. Since her focus is 
consistently social, she represents, in rela- 
tion to the medical profession and the hos- 
pital, the point of view of the patient and 
the community. This means that she may 
find herself in a somewhat difficult position 
if the medical profession—pushed by self- 
interest as have been organized groups at all 
times since civilization began—should seem 
to emphasize the economic motive over the 
welfare of the patient and the community. 
Wherever this occurs it would seem that she 


must take an active rdle in integrating con- . 


flicting motives and needs, remaining within 
the hospital and yet urging that the broadest 
interests of patient and community be met. 
It is significant that the medical social 
worker has not, until the present, shown 
much initiative in analyzing her relation to 
social medicine. Previously interest has 
centered upon the case work aspects of 
medical social work and the Kansas City 
Meeting of Hospital Social Workers was 
the first in which there was obvious such 
an outstanding concern with community 
aspects. 


LET me try to make for you in closing 
some distinctions which I have found help- 
ful in steering through these confused seas 
of the present. 

In pondering over the case material in our 
study of functions and trying to pull out of 
it its meaning, I found various areas where 
thinking needed clarification, such as those 
of scientific method, philosophy, sociology, 
psychiatry, social treatment, and so on. I 
was also impressed with the importance of 
our methods of thinking themselves and 
want to suggest briefly some points that 
seem particularly significant for the medical 
social worker: 


(1) Consciousness as to the problems we are 
tackling and the rdle we are playing in any case 
and in relation to our function in general is most 
important. The lifting into consciousness of the 
client-worker relationship as a method of treat- 
ment is a recent change in this direction. Our, 
cases showed that we have made a gain in ability to 
stand off and watch ourselves in action, but we 




















256 


have a long way to go before we develop adequate 
methods and criteria. 

(2) Clarity and conciseness are also important. 
We must somehow get more order into our ma- 
terial and make it more manageable. There is 
much irrelevant material in our records which 
could be discarded and other pertinent material 
which is not even given a place. Not only the 
present pressure of work but association with the 
scientific mind of the physician demands that we 
should get our thinking into clear and brief 
compass. 

(3) Joint thinking seems to be the very essence 
of medical social work. From the beginning of 
any case and throughout its course the social 
worker must be thinking, with patient and physi- 
cian, as to the implications of the disease, the plans 
for its care, how to carry them out, and so on. 

(4) Flexibility of thinking is particularly 
needed at this time by the medical social worker. 
Diagnostic statements are helpful if they increase 
understanding of the problem but not if they blind 
the social worker to the ever-changing nature of 
the medical-social situation. Excessive emphasis 
upon clarity may result in rigidity; preoccupation 
with form may turn the interest away from the 
primary need of the patient. 


We must keep in mind that the physician 
can describe his method in the clear-cut 
steps of study, diagnosis, and treatment 
because his subject matter more readily 
lends itself to such handling, but the prob- 
lems and relationships which characterize 
medical social case work seem to be calling 
for increasingly sensitive methods of de- 
scription. I have myself been becoming so 
acutely conscious of the dangers of over- 
emphasizing form that I have for a year now 
been trying to avoid discussion of recording 
as such and to get back always to the rela- 
tionships, processes, and steps in thinking 
which we are aiming to describe, letting 
form grow naturally out of these. 

We need to see clearly when the issue is 
one of relationship to ideas and when of 
relationship to persons. The study of the 
social component is a process of clarifying 
concepts and demonstrating facts, but ma- 
terial cannot be obtained without a relation- 
ship to persons which grows out of the 
skilled processes of social case work. In 
social treatment and joint thinking the 
medical social worker is in continuous rela- 
tionship with other persons, whereas in 
standing off to examine her own work she 
is dealing with ideas. I cannot help feeling 
that some persons have misunderstood my 
emphasis upon consciousness of our own 
role as meaning that very direction of other 
*persons that we are now trying to avoid. 

As I see it, the social worker must define 
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her position in each situation just as much 
as she must function in relation to other 
persons. In the midst of an interview she 
will be thinking about her role in the imme- 
diate situation, searching for leads that will 
make the interview most fruitful. She will 
not at this stage be able to stand off and 
review her own activities critically, since 
experience shows that such analysis is likely 
to be artificial and inhibiting. If her con- 
tribution to the particular case is to be clear, 
and if she hopes to gain in understanding of 
her own professional activities, it is impor- 
tant, however, that she should set aside 
times to review consciously her own work. 
I have discussed this with Miss Reynolds 
and we both feel that with increasing skill 
the two processes should be telescoped, the 
analysis of ideas working back into the rela- 
tionship with persons, so that alternation of 
focus is less marked. 1 am inclined to think 
that we must at present emphasize, even a 
bit artificially, the stage of critical review, 
since it does not seem to me we are yet clear 
enough in medical social work as to our 
function to do this telescoping. 

We have said that the medical social 
worker needs to clarify the various roles 


that she plays in treatment. She will notice ' 


that they tend to be of two kinds: those 
which involve relation to one individual, the 
patient ; and those involving relation to vari- 
ous groups, such as the family, the hospital 
administration, the community, and so on. 
I believe that the position of the medical 
social worker in this connection is as com- 
plicated as any in the field of social case 
work because of the many currents that flow 
about her. It seems possible for her differ- 
ent roles to conflict and it is, therefore, nec- 
essary to work out a clearer formulation of 
objectives in relation to each. 

In trying to evaluate and integrate the 
various new ideas in social administration 
and treatment, it is helpful to distinguish 
between philosophy and technique. I suf- 
fered for a long time until I discovered that 
I could accept whole-heartedly the philoso- 
phy that sets forth the patient as a freely 
functioning person, but that I was not ready 
to accept as scientifically tested and demon- 
strated the specific theories regarding human 
motivation and methods of social treatment 
which are usually associated with it. 


December, 1934, The Family 
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And again, it is helpful to distinguish 
between specific and generic function. To 
concentrate upon the medical social area and 
determine clearly wherein lies our own cen- 
tral focus is valuable if it does not lead us 
to limit our scope rigidly. I have found it 
helpful in thinking through any situation to 
try to get clear first the medical social core, 
then in ever-widening circles to clarify the 
role of generic social case work, the com- 
munity aspects, and so on, until we reach 
those broadest societal implications which 
take us beyond the realm of social case work 
entirely into those of social planning and 
social programs. 

It is well to remind ourselves that we do 


not at the present time know how many of 
these gaps and conflicts in the thinking of 
the medical social worker, which we have 
been examining, are simply the result of 
temporary situations, and how many are 
inherent in circumstances of longer duration. 
It seems likely that the medical social worker 
may be able to close some of these gaps her- 
self, but will find that others depend upon 
factors beyond her control. So, also, some 
apparent conflicts may actually be dissolved 
through integration, while others may re- 
main as real and permanent. Such clearer 
understanding can be attained only through 
facing each situation squarely and thinking 
through all its implications. 


Psychiatric Implications for Medical Social Work 
Ruth Smalley 


HAT the human system is not merely 

biological but psychological, and that, as 
a consequence, the practice of medicine 
should be based on a knowledge of the per- 
sonality as well as of the body—a point of 
view controversial for the medical profes- 
sion advanced by Dr. Franz Alexander in 
his recently published The Medical Value of 
Psychoanalysis *'—holds_ challenging corol- 
laries for medical social work. 

We are not to interpret this thesis, as I 
understand it, to mean that the increasing 
awareness on the part of medical and allied 
professions of the psychobiological nature of 
the human organism means that we are more 
able to say, “ This patient is ill,” and “ This 
one is nervous, it is all in his mind,” but 
rather perhaps that we are less able to make 
any such cleavage. The very considerable 
part played by the emotions in causing cer- 
tain disease conditions is, it is true, con- 
fronting the medical profession as a result 
of researches of the last twenty-five years in 
the nature of the human personality, and is 
suggesting tenets revolutionary for medical 
thinking. But of even greater significance 
to us, as medical social workers, than this 
recognition of psychogenic factors as pri- 
mary in some illnesses is our increased 
sensitivity to the fact that there is no physi- 
cal illness that does not bring with it the 
patient’s feelings and thoughts about it and 


1W. W. Norton, New York, 1932. 
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so involve his “psyche”; and that, con- 
versely, there are no emotions that do not 
cause physical changes, however slight, or 
great. Dr. Walter Cannon writes, in this 
connection,” “strong emotional excitement 

. may . . . deeply affect the inter- 
nal environment of the body and thus deter- 
mine for weal or woe the fate of the whole 
organism.” 

Of many implications for medical social 
work of the understanding of the human 
organism as a psychobiclogical entity, we 
might think (in broad outlines only, since it 
is necessary to be brief in this paper) of the 
differences such an understanding implies, 
(1) for medical social study; (2) for the 
medical social worker’s approach in treat- 
ment as a result of her increased awareness 
of some possible unconscious values the 
patient’s illness may have for him; and 
(3) for her handling of the worker-patient 
relationship as she sees more clearly what 
that relationship may be because of what she 
and the patient bring to it. 


ANY social study of an ill person is made 
with a view to answering the question: 
What does this particular illness mean to 
this particular person in the environment in 
which he finds himself? We need to be able 
to answer that question so that we may 


*“The Significance of the Emotional Level,” 
The Scientific Monthly, February, 1934. 
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formulate ways in which we may modify (if 
modification seems indicated) the patient’s 
environment or the patient’s own feeling 
about himself and his illness, in order that 
that illness may interfere as little as possible 
with his happy and effective personal and 
social functioning. 

Knowledge of the ill person as an indi- 
vidual in a specific environment has always 
been the especial province of the medical 
social worker. The newer emphasis has 
been on her better understanding of all that 
goes to make up an individual and an 
environment. The social worker is increas- 
ingly able to see an individual as the dynamic 
synthesis of his nature and his experiences, 
and an environment not only as an aggre- 
gate of physical factors that may promote or 
retard return to health but as an aggregate, 
as well, of attitudes of members of the 
patient’s family toward him and his illness 
or his health, toward each other, and toward 
themselves. 

Medical social study today is concerned 
with the meaning of the patient’s illness to 
him, and so not only with the physical 
limitations for living which it has imposed 
upon him but with its psychic hazards as 
well. Potential psychic hazards of any ill- 
ness can be understood in the light of such 
knowledge as the patient’s status in his 
original family group, his feeling of ade- 
quacy in relation to his brothers and sisters, 
in relation to satisfying the expectations of 
his parents; the extent of his satisfaction 
with himself; his early school and work 
achievements; and his social relationships, 
the significance illness or health had in his 
early family group, for him, his brothers and 
sisters, and his parents. 

Some familiarity with areas such as these 
is helpful in evaluating the meaning of the 
present illness to the patient, in understand- 
his feeling about his status in his immediate 
situation, how able he feels to satisfy the 
demands of his present social group, of his 
present family, the nature of his own ambi- 
tions for himself at this time, the stresses to 
which he is being subjected in his work, his 
marital or family relationships, his social 
situation. It is such understanding that 
enables us to know the difference this ill- 
ness may make to the patient’s feeling about 
himself, or to the family’s or community’s 
feeling about him. 





It may be that combined medical and 
social study will reveal a patient whose ill- 
ness is so largely psychogenic that psycho- 
therapy to run concomitantly with medical 
treatment or perhaps even psychotherapy 
alone is indicated if the patient is to have 
an opportunity to get well. This the social 
worker will be interested to help the doctor 
discover, but not with a view to condemn- 
ing the patient as a malingerer, not in order 
triumphantly to confront him with an illness 
that is “imaginary.” The medical social 
worker will come to such a conclusion 
jointly with the physician on the basis of 
their combined studies made with under- 
standing and in the realization that no one 
wants consciously to be ill, and that, even 
though the patient’s illness be entirely emo- 
tional in origin, the physical distress is real 
and necessary to him at this point, or he 
would not be suffering from it. 

Patients who are directed to psycho- 
therapy as the result of medical and social 
study may be in the minority. There should 
be a value, however, in the emphasis of the 
social study which focuses on the person 
who has the illness, and on the meaning of 
that illness to him, for every patient of 
whom such study is made, since it facilitates 
effective medical social planning for the 
patient regardless of the balance of psy- 
chogenic and physical factors in the illness. 


UNDERSTANDING of the psychobio- 
logical nature of the human organism affects 
not only medical social study but medical 
social treatment, involving, as it does, the 
need for some awareness of the use the 
patient may be making of his illness, quite 
unconsciously, whether it be a broken leg 
or a condition with less organic reality. 
The distinction we make here, for purposes 
of discussion, between social study and 
social treatment, is, of course, an artificial 
one. From the moment the patient begins 
to reveal himself to the worker as she brings 
to their relationship her understanding to 
help him in that revelation, “treatment ” is 
in progress. The patient is not catechized 
as to his early and present experiences and 
his feelings about them. He speaks of these 
things voluntarily as he begins to feel their 
relationship to his present illness and his 
feelings about it—the starting point of any 
medical social study. 


December, 1934, The Family 
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Our social mores have inclined us to 
assume that illness is something to be re- 
gretted, submitted to apologetically, left 
behind even before the physician is willing 
to give us a ticket back to health and social 
functioning—attitudes necessary in some 
measure for our social existence since that 
existence is dependent upon the social func- 
tioning of society’s individuals. We have 
eyed with dismay, and often with frank dis- 
approval, that patient whose tubercular con- 
dition has kept him at bed rest for eighteen 
months and who at length has been told that 
he could begin to resume household or 
“job” duties and to reassume familial re- 
sponsibilities, and who has felt unable to 
follow any such convalescent régime. 

IJJIness may be a regressive experience for 
any of us.—tt is-important-to remember that 
wé are each of us, at all times, in precarious 
balance between infancy and adulthood, 
longing on the one hand for the protection 
and solicitude which characterized our 
earliest years and which may be repeated in 
our illnesses, and on the other, for the satis- 
faction of achievement and the good opinion 
of our fellows. That balance may be dis- 
turbed for each of us by even a Sunday of 
rest and freedom from responsibility. “ Blue 
Monday” has been so named not without 
reason. How longingly do we sometimes 
regard the hospital beds where our patients 
lie with flowers and books at elbow. Some 
of us have run away from our desire to be 
taken care of and protected into great 
activity and achievement—a personally satis- 
fying and socially acceptable compensation 
for our dependency needs. Others of us may 
have achieved a comparatively nice balance, 
accepting our needs both to be dependent 
and to be independent. We may see our- 
selves in all conscious honesty as “ do-ers,” 
“high-powered executives” (which in fact 
we may be). And those of us who have 
obtained our major satisfactions through 
doing, achieving, being independent (rather 
than through being taken care of, having 
things done for us, being dependent) will 
not be apt to experience any conscious satis- 
faction in illness. We may even be irritated 
by this period of enforced dependency, or we 
may use it to achieve, in accordance with our 
established pattern, in some way not possible 
for us when we are engaged in our usual 
activities. 
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There are others of us, however, who may 
have not been able to gain much satisfaction 
through achievement, who may have needed 
to be “clinging vines” and may have ob- 
tained our greatest security only, or largely, 
through “ clinging.” 

How devastating may a long illness be 
for such a patient since he has not only had 
a protracted and satisfying experience in 
increased dependency, in being protected 
from the realities of the world, but has begun 
perhaps to doubt his ability ever to recover 
his place there, or to achieve any emotional 
balance without having his dependency 
needs met in the way and to the extent that 
has proved so satisfying to him during ill- 
ness. It is difficult for these patients to 
return, after a period of satisfaction in de- 
pendence occasioned by illness, to any inde- 
pendence, to a job filled with the rosiest 
opportunities for achievement, promising the 
greatest happiness in the doing, with the 
prospect of concomitant recreation and occa- 
sional vacation. 

When we consider what some patients 
must -“ get well to”—a financial struggle 
for which they may be ill equipped by nat- 
ural endowment and further handicapped as 
a result of illness, the assumption of respon- 
sibilities in a household or a “ job” which 
they have never been able satisfactorily to 
discharge—we must appreciate how little 
satisfaction in achievement is possible, how 
little there may seem to be to struggle for, 
and how poorly equipped they are, perhaps, 
to struggle at all. The wonder may be that 
so many have the courage to get well. 

The severity and depth of the conflict that 
may result from some patients’ conscious 
need to stay ill and their felt obligation to 
get well can be estimated by their own 
articulation. 

“T have to get well. I am a social liability. 
My mother needs my support,” says a forty-year- 
old woman suffering from a scoliosis which in- 
capacitates her for work far less than she needs, 
emotionally, to be incapacitated. She is the sup- 
port of a widowed mother for whom she feels much 
unexpressed hostility. This patient used to tele- 
phone the worker every few days, asking to be 
directed to a doctor who might help her. When 
an appointment was made for her, she would either 
cancel it or distort what the doctor said to mean 
that she could never get well. This “hopeless 
verdict” by a new doctor she never failed to 
report to the social worker as though she were 


saying, “ You see I have tried everything. No one 
can help me.” 
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Another young woman recently came to the 
worker's office in a state of great tension, finally 
blurting out, “I was offered a job by my old boss 
{this patient had been unemployed for two years 
because of ill health] but I told him the doctor 
said I couldn’t work. I haven’t asked Dr. B. if I 
can work because I am afraid he would say I can’t 
and I would feel terrible.” 


If these patients—whose illnesses have 
had the value of satisfaction in dependency 
for them, who are finding difficulty in fol- 
lowing a régime that the doctor tells them 
will bring them back to health—sense the 
disapproval of the worker who is interpret- 
ing this régime to them, how much more 
will the world seem a harsh and non-under- 
standing place from which they must retreat 
in a stubborn refusal to get well. The 
medical social worker is in a strategic posi- 
tion to give them a sense of her understand- 
ing of the difficulties they are facing and at 
the same time of her belief in their ability to 
face those difficulties. She can help them 
think in terms of past accomplishment and 
foster their self-respect through her respect 
for them at the same time that she is, per- 
haps, facilitating their re-employment through 
concrete services in their behalf. : 

There are patients whose illness, what- 
ever its genesis, may have a strong self- 
punishing value for them. These patients 
seem to suffer from an exaggerated sense 
of their own unworthiness and to feel that 
by repeating “I am a sick woman” and by 
being in fact “a sick woman” they are in 
some way atoning for a sin whose weight 
they feel but whose nature they cannot 
name. What such patients really feel guilty 
about may be, perhaps, unconscious hostile 
feelings for a parent, for a husband or wife, 
for a child. Very few mothers can say 
openly, “I hate my child.” Society does 
not allow such a socially destructive feeling 
or the expression of it. If, out of her ex- 
periences, a mother should feel an uncom- 
fortable degree of hostility for her child, she 
may be only half aware of it, but she will be 
extremely guilty because she feels it. She 
may reason, unconsciously, “If I am so 
wicked as to hate my child, then surely I 
will be punished,” and may go on from 
there to, “and if I am punished (and to be 
sick is a great punishment because I suffer 
when I am sick), then I am free to hate her 
because I will be atoning for that sin through 
suffering.” 


That sickness is regarded as punishment 
“by the gods,” an idea that persists in the 
consciousness of some people today and in 
the unconscious of many more, can easily be 
established by reference to history, folk lore, 
and literature, as well as to the researches 
of modern psychoanalysis. 


A middle-aged woman divorced from her hus- 
band, burdened with a child for whom she seems 
to feel no affection, after recounting to the worker 
how she has beaten the child and whst a trial she 
is to her, repeats each week in almost identical 
phrasing, “I am a sick woman. I had to get off 
the street car coming here, I was so dizzy. After 
I whipped her, I fell over on the bed, my hands 
were cold. And the pain in my head!” 


Where the self-punishment mechanism is 
operating, perhaps in a primary causal way, 
the medical doctor and the social worker, 
after reaching such an hypothesis as a result 
of their joint study, will see the need to 
direct the patient to psychiatric or psycho- 
analytic help. But even in these instances, 
and certainly where the illness is not so 
caused but may have a self-punishing value, 
the worker’s attitude of understanding and 
of respect for the patient will be important 
in helping him to respect himself and so 
may facilitate rather than impede his giv- 
ing up his illness, its exaggeration, or its 
prolongation. 

Sometimes the patient’s illness seems to 
be used as a weapon of aggression directed 
against husband or wife, parents or children. 


“My husband never had a good day from me 
since we were married. I have always been sick,” 
says a young Greek woman suffering from chronic 
functional colitis. This young woman feels tre- 
mendous resentment toward her husband who 
married her (beneath him in social status, a fact 
of which he often reminds her) for her dowry. 
On her wedding night, she heard her brother-in- 
law say to him, “ Why did you marry that ugly 
one?” Because of her illness her husband has 
come home from work several times daily for years 
to minister to her wants, gotten up each night to 
switch on or off an electric pad, and finally given 
up work altogether that he might not need to leave 
her bedside. The family is receiving public relief 
rg of his inability to leave the patient to go to 
Wwork. 


One young woman came to the clinic complain- 
ing of bowel distress “since school was out for 
the summer and my little girl has been home. 
Poor child, I can’t do a thing for her!” This 
patient is justified in her own and society’s eyes 
in not caring for the child she does not wish to 
care for (unconsciously). She is sick. Therefore 
she cannot care for her. 


It will do little good to urge these patients 
to health in order that they may be the good 
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wife or the good mother, since it may be 
their very conflict over their inability to be 
the good wife or the good mother that is 
contributing so vitally to their illness. 
Neither are they to be condemned or re- 
proached for the development of an illness 
of whose genesis they have no conscious 
awareness. Here too, an attitude of under- 
standing and of respect for the patient and 
an attempt to help him divorce the idea of 
getting well from the assumption of duties 
distasteful to him should prove helpful in 
facilitating his return to health. 


A\N awareness of the human organism as a 
psychobiological unity may have implications 
not only for medical social study, and for the 
medical social worker’s approach in treat- 
ment, but for her handling of the relation- 
ship that exists between herself and the 
patient throughout that study and treatment. 

The medical social worker may sometimes 
find herself confronted with a patient who 
shows resentment toward her, unwarranted 
perhaps by her actions or feelings in respect 
to him; or by a patient who makes heavy 
demands on her time and attention, holding 
it an affront if he is not frequently telephoned 
or visited. The attitudes of some patients 
toward the doctor may be equally perplexing 
and seem as little related to any reality. 

While attitudes of every one of us in all 
immediate situations grow in large measure 
out of earlier attitudes within our original 
family groups, a hospital setting seems 
peculiarly fitted to call out and to cause to 
be re-lived feelings once directed toward 
parent persons. It becomes important for 
the medical social worker to be aware of the 
possible significance of the patient’s attitude 
toward her and toward the doctor in the 
light of his earlier feelings in order that she 
may understand and react to that attitude in 
the way most healthy for the patient. 

It is not my contention that every patient 
reacts to every situation involving a doctor 
and medical social worker as though, and 
only as though, he were reacting to an earlier 
experience with his own parents. Nor does 
the doctor always stand in the position of 
father to the patient and the social worker 
in the position of mother. The patient will 
use the doctor and the social worker as he 
needs to use them at various times. They 
may have different, largely unconscious, 
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values for him, be different people to him 
from day to day or from minute to minute. 

I may perhaps overstress in what I am 
going to say and in the selection of illustra- 
tions I am going to give certain values 
doctor and social worker may have for some 
patients some times, in an attempt to suggest 
that the patient’s feeling toward doctor or 
social worker or both may be colored by his 
earlier experiences to a greater or less de- 
gree according to the extremes of satisfac- 
tion or dissatisfaction he had in them. 
Experiences with other social workers or 
with other doctors will affect the patient’s 
attitude toward the present worker and the 
present doctor as will other of his less re- 
mote experiences but perhaps never to the 
same degree as the more powerfully weighted 
ones of early infancy. ; 

It will, of course, not be necessary to 
search out the attitude of every patient who 
comes to us in terms of its ancient and com- 
plex origin but it may be helpful to be on the 
alert for possible meanings of attitudes of 
some patients if those attitudes seem to be 
blocking their medical or social treatment. 

That the patient should sometimes feel 
toward the doctor as he earlier felt toward 
his father does not stretch credulity—the 
doctor is so much the “man who knows,” 
“the authority to whom one comes when 
one is sick, weak.” 

The patient may sometimes see the doctor 
as the non-understanding person, the harsh, 
unsympathetic father, and so invest him 
with emotions quite foreign to him, “as if” 
the doctor felt toward the patient as the 
patient thinks his father once felt toward 
him. 

A young man who was having marital difficul- 
ties came to the clinic complaining of weakness 
and backache. His childhood had been spent in 
terror of an authoritative and exacting father. 
When he had been introduced to the doctor by the 
social worker, he turned to her with obvious relief 
and sighed, “Oh, I am so glad he is a young 


man!” as though he had been in dread of a scold- 
ing from a stern father. 


Many patients, particularly women per- 
haps, may see in the doctor, sometimes, the 
indulgent father to whom they go for com- 
fort and help. 

One forty-five-year-old spinster school teacher 
who had suffered many years from bowel distress, 
returned to the hospital each summer vacation for 


a series of examinations which | consistently re- 
vealed “no organic basis for this patient’s com- 
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plaints”; during her winters of teaching she wrote 
practically monthly notes to the doctor describing 
in minutest detail the nature and extent of her 
bowel movements. 

One wonders whether the doctor’s kind 
and interested answers to her many notes 
may not have strengthened this patient in 
the particular mechanism she had evolved to 
express her neurosis. 

The extreme dependence of some patients 
on their doctor, their need to consult him 
on matters unrelated to their health, their 
telephoning, and wanting to speak to “ my 
doctor ” out of clinic hours, are further indi- 
cations of an emotional value he may have 
for them. “I believe anything Dr. A. says. 
I have such confidence in him. I know no 
one can help me the way he has.” 

The social worker’s meaning for the 
patient may have as many and as complex 
ramifications as his relationship with the 
doctor. She may sometimes stand in the 
position of the “good mother,” and the 
patient may anticipate at her hands kind and 
sympathetic help. Out of needs, perhaps, 
not met in other relationships, earlier or 
present, the patient may make heavy de- 
mands on the social worker’s time, interpret- 
ing any failure to arrange “extra diet” or 
free medicine as rejection, lack of love, pur- 
poseful deprivation on the part of a “ bad 
mother.” 

The hospital or clinic set-up may facilitate 
the patient’s reaction not only to a mother 
(medical social worker) and a father (doc- 
tor) but to mother and father in relation to 
each other, and in her relation to them both. 


A twenty-eight-year-old gastro-intestinal patient 
(unmarried) had been much attached to her own 
father but was unable to accept any positive feel- 
ing for him, perhaps partly because of the divorce 
of her parents (occasioned by her father’s drunk- 
enness and non-support) and because of her stay- 
ing with her mother whose favorite she was. This 
patient was advised by the clinician to talk with 
the social worker of “worries” which were 
standing in the way of her getting well. She 
came into the office with face flushed, flung herself 
to the far end of the room and said, without look- 
ing at the worker, “ He told me to come to see you. 
Oh! I am furious.” This patient, as might be 
expected, had a strong tie to the doctor. She said 
of him, “I don’t know why I like Dr. X so much. 
I guess because he is so stern.” 


In being sent by the doctor with whom 
she wished to discuss her personal problems 
to the social worker, this patient had dupli- 
cated by the hospital her earlier family situ- 
ation when she had been denied the father 
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and sent to the mother. She told the worker 
that when she heard she was to come to 
speak to her, she was so nervous she could 
not sleep all night, and was “ shaking ”’ all 
the way to the clinic. Throughout her medi- 
cal and social treatment, she has continued 
to work through her earlier feelings arising 
in her family situation in her relation to 
doctor and social worker. She never sees 
the doctor without making an appointment 
to come down and see the social worker, as 
though she needed to see the mother too if 
she saw the father. Her twisting and ten- 
sion in the social worker’s office seem to 
indicate a constant apprehension lest she be 
punished by the social worker—the “ bad 
mother” to this patient (because of the 
patient’s hostility to her own mother as 
a result of her having been deprived of her 
father by the mother). This patient has 
been directed to psychoanalytic treatment. 

A fifty-five-year-old married woman who told 
the worker, “I was my father’s pet all right,” said 
in a petulant tone, “ Doctor says I should have the 
choicest steaks and milk and cream every day, but 
Mrs. A [social worker] said I couldn’t have them.” 
She further revealed her feeling of never having 
had the “good mother” when she said, in speak- 
ing of frequent changes in social workers, “ They 
always take them away. I suppose now because 
you are conscientious they will take you away.” 

How the medical social worker is going 
to meet and deal with constructively for the 
patient attitudes which may have their roots 
in his earlier experiences will depend in part 
on her understanding of them. 

Her awareness that the patient’s “ anger ” 
at her has not necessarily been caused by 
anything she, the worker, has done will mean 
that his expression of hostility may be 
robbed of its personal sting, and the worker 
may therefore be more free to respond with 
understanding and acceptance of that hos- 
tility so that she need not increase the 
patient’s difficulty by becoming in reality 
the bad parent person she already is in the 
patient’s mind. . 

Conversely, she will be less apt to be flat- 
tered by, and so perhaps to respond to— 
unhealthily for the patient—over-friendly 
advances when she sees them for what they 
are—the patient’s need at this point to pro- 
pitiate the “ mother ” from whom she antici- 
pates punishment, or the patient’s living out 
of an early strongly positive relationship 
with her own mother. 
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Quite unrelated to what the patient is 
bringing to the relationship with the worker 
but equally important in determining what 
that relationship is to be, is what the worker 
herself brings to it. 

Out of our own experiences may come a 
need to indulge certain or all ill people, old 
people, children, men, or women, or perhaps 
a need to punish ill people, people ill with a 
certain disease, old people, children, men or 
women, by withholding services or goods, 
never intentionally and always with some 
surface reason which seems sufficiently valid 
to allow us to indulge our “ punishing need.” 
Sometimes this punishing may be a reaction 
to the hostility expressed by the patient, but 
sometimes it springs from more fundamental 
needs in our own natures arising out of our 
early relationships in our early family 
groups. 

Or we may alternately indulge and deprive 
our patients in the time, service, and goods 
we allow them, much as a mother may 
alternately “spoil” and punish a_ child 
heavily weighted for her emotionally, not 
so much because of what he is or does but 
because of what he stands for, symbolizes to 
her, in terms of her earlier experiences and 
relationships. 

It may not be practical and perhaps not 
advisable for many of us to obtain that kind 
of help which might bring us to a real 


awareness of what we contribute to our re- 
lationships with people, as the patients with 
whom we work. But certainly a more 
honest searching of our conscious selves at 
the same time we are searching the selves 
of our patients may be helpful in enabling 
us to facilitate the development of a worker- 
patient relationship in which, perhaps for 
the first time, the patient is able to be him- 
self without fear either of condemnation or 
of indulgence, and in being himself in this 
relationship at a time when he is ill and in 
need of help, to experience a real oppor- 
tunity for growth and better health, both 
physical and mental. 


WE have just scratched the surface of 
some of the corollaries for medical social 
work of the thesis that the human organism 
is psychobiological in nature. Perhaps we 
have succeeded only in creating confusion 
in areas where none had lain before. Hope- 
fully we have stimulated awareness of the 
need for careful and thoughtful evaluation in 
our daily functioning as medical social 
workers of the personalities of the patients 
with whom we are dealing, of our own per- 
sonalities, and of some possible meanings to 
our patients of illness and of health, in order 
that we may more adequately meet the needs 
of the people who come to us sick and in 
trouble. 


“Growing Pains” 


Diary of a Family Welfare Secretary 


December 30, 1930: Former secretary © 


left today leaving two new visitors and my- 
self to carry on the work of the Family Wel- 
fare Association. Present case load, 150 
families. 

January, 1931: Teaching visitors office 
procedures,- record writing, case work. 
Carry most difficult cases myself. Learning 
how to be an executive. Difficult to assign 
work. 

January, 1932: At annual meeting secured 
independent charter for Family Welfare 
Association which has been associated with 
the Health League. New executive board 
appointed consisting of business men, city 
officials, and a few held-over members. 


The Family, December, 1934 


Good community group. Case load now 
numbering approximately 450 families. 
Visitors have been added to staff. 

March, 1932: Our four visitors report 
regularly and fully to D.P.W. on mutual 
cases. Visitors report condition in D.P.W. 
very bad. Reports by Relief Director show 
an increase from 300 to 1,500 cases on city 
list. 

April 2, 1932: Visited D.P.W. Condi- 
tions distressing. Hundreds of clients 
standing in crowded, small, airless room 
waiting for Relief Director. One woman 
fainted. Children and pregnant women wait 
hours in line. Everyone grumpy. Relief 
Director looks desperate and tired. Has 
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only limited clerical help and one part-time 
social worker. 

April 20: Relief Director evades office 
as much as possible. Desperate, tired, and 
cross. Clerical help young and have sense 
of importance. Yell at clients. Situation 
depressing. Clients need so much more than 
a grocery order thrust at them through a 
small window. 

April 21: President of Family Welfare 
Association looked in with me at D.P.W.— 
not in a spirit of criticism but to see the 
great need to “ do something.” 

April 22: Relief in our own Association 
reaching new levels. New applicants flock 
in daily. Relief cases frequently given 
precedence over service cases. 

April 23: Talked with industrial leaders 
about relief standards. They are quite up- 
set over increased tax rates, due to larger 
expenditures at D.P.W. Started thought 
that investigation would probably eliminate 
many cases. 

April 29: City is facing a financial crisis. 
Self appointed Board of Control takes mat- 
ters in hand, causing friction with present 
political setup. 

May 3: Board meeting. Felt it was the 
most important in the history of the Asso- 
ciation. Realizing the need of trained in- 
vestigators at D.P.W., the Board voted to 
offer the services of two case -workers and 
one stenographer to the D.P.W. I am to 
divide my time between that office and our 
own. Salaries of our workers will continue 
to be paid by Family Welfare Association. 
We hope to transfer our straight relief 
families to D.P.W. 

May 5: Relief Director not hilarious 
over news. 

May 17: President of Family Welfare 
Association notified by Board of Control 
that the F.W.A. workers were to appear at 
D.P.W. on June Ist. 

June 1: Arrived at D.P.W. Relief Di- 
rector out. No desks, no chairs, no room. 
Cool glances from clerical staff most dis- 
couraging. Took applications in annex, 
standing, using window sill to write on. 

June 2: Was cheered by the sight of one 
chair and typewriter table in annex. Appli- 
cations taken on previous day, much red 
penciled and marked “ Insufficient informa- 
tion,” lay on the table. Our workers had 





that unwanted feeling. Relief Director 
courteous but assigned us no work. We, 
and a booklet on Pauper Laws, got together 
in the annex. Brushed up on rules of resi- 
dence and state poor laws. 

June 17: Things progressing, a chair at 
a time. 

July 2: Talked with Relief Director. 
Result—I am to be supervisor. Duties not 
defined. Divided city into districts. As- 
signed cases for investigation to F.W.A. 
girls. 

September 1: Returned from vacation. 
Two local workers have been added to the 
investigation staff. One, a political hench- 
man, much given to words and liquor. The 
second, an emotional, big-hearted family 
woman, not familiar with office routine. 
Speaks foreign languages. 

October 1: Henchman out again today for 
the fourth of a series of “outs.” Keeps 
staff busy waiting on him when in office. 
Spends much time sketching a “ master 
card.” A colored client snickered as he left 
his office today and mumbled something 
about the “ boss feeling fine.” Relief Direc- 
tor feels he can do nothing as his “ hands 
are tied.” 

October 2: Spoke to F.W.A. president 
about the above. Sympathetic but feels it 
would be unwise to become involved in city 
politics. 

October 3: Spoke to Mayor. He 
“couldn’t understand it.” 

October 4: While talking to Relief Di- 
rector about the above, phone rang. Hench- 
man was advised he need not report for 
work. This is the first real click with Relief 
Director. Hardly had the receiver been 
hung up when the ex-mayor and chairman 
of Board of Control produced their “ Hope- 
ful” to fill the vacancy. 

October 5: Relief Director turned over 
interviewing of prospective worker to me. 
“ Hopeful” is a jobless male, who “had 
handled men in a factory.” Ardent was the 
desire to “catch them birds” putting any- 
thing over on him. Quite wobbly grew the 
chin at even a suggestion of a different ap- 
proach in interviewing or office routine. 

October 8: Talked with Relief Director 
about getting out a simplified card with face 
sheet and relief material for workers to have 
on their desk. Expense and red tape dis- 
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cussed at length. Accuracy, convenience, 
lack of workers’ running around in office, 
discussed. 

October 9: Discussed with investigators 
sample card to secure their reaction. Sub- 
mitted same to Relief Director. Relief Di- 
rector felt a bit guilty at bill of $17 for cards 
and a bit unconvinced of their value. 

October 11: Investigators’ recommenda- 
tions still being cancelled by clerical staff. 
Newest little clerk cancelled my recommen- 
dation today. F.W.A. workers distracted. 
No way of telling whether recommendations 
have been carried out. Huge crowds of 
clients. Case load per worker, 250 families. 
In many cases, only information available 
(if any at all) is face sheets, many years old. 
Workers seeing 75 people per afternoon. 
Time allowed per person averaging one 
minute, eighteen seconds. Workers go home 
nights and cry—so tired and distressed at 
low relief standards and pressure. Dissen- 
sion at office most trying. 

October 15: Small, newly-formed politi- 
cal group criticizing Relief Director. Feel 
that although conditions at D.P.W. were 
bad, Relief Director did the best he could 
under circumstances. F.W.A. president and 
I attempt to be fair and still not become 
unnecessarily involved. 

November 5: Much discussion at D.P.W. 
about the advisability of starting a commis- 
sary. Investigation made independently by 
citv officials, F.W.A. president, and I, in 
nearby towns using the commissary plan. 
Studied articles on same by Miss Colcord. 
D.P.W. is to continue using independent 
grocers. 

November i4: Chronological records 
working out most successfully. Relief Di- 
rector endeavors to read them all. Stays 
late at night checking and making sugges- 
tions. He is like a youngster with a new 
toy. 

November 15: Still much confusion 
‘about office policies. Workers see me on 
cases, and then have decisions cancelled by 
clerks and Relief Director. Impossible to 
have conference with Relief Director as he 
is much too busy. Still sees any clients who 
come to his office. 

November 17: Staff meeting. Workers 
primed beforehand on questions to ask Re- 
lief Director. Relief Director answers ques- 
tions quite ambiguously. After an hour and 
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a half of discussion, Relief Director left, ex- 
hausted, stating that he would have to get to 
work now. The meeting did us all good as 
we realized one another’s difficulties more 
accurately and that policies must be formed 
to make the work more uniform. There was 
an earnestness and desire on everyone’s part 
to do a good job. Notes on staff meeting 
typed and placed on each worker’s desk. 
November 21: In view of a requested 
loan, a delegation from another state visited 
D.P.W., at their banker’s suggestion, to see 
our office and its workings. Relief Director 
was quite elated in showing records and 
office set-up. After delegation had gone, 
R.D. came to my office with reporter to tell 
about it. I felt abused that I hadn’t been 
introduced or given any recognition. 
November 25: Intake now going through 
one worker who makes all first investiga- 


tions. Follow-up work done by less trained 
workers. R.D. quite intrigued by intake 
worker. Plain grateful to her for taking 


over so much of his work. 

December 17: Fell over spittoon in 
R.D.’s office. Make a bargain with him to 
eliminate same if an agate ashtray should 
appear on his desk. 

December 27: No F.W.A. workers in- 
vited to City Hall Christmas party. Greet- 
ings from leading politician found on City 
Hall workers’ desks—excluding F.W.A. 
workers. 

December 30: R.D. issues Annual Re- 
port. Mentions his appreciation of loan of 
chairs, desks, and F.W.A. workers with 
emphasis on first two. Mentions that Super- 
visor’s investigations receive comment from 
outside. Acknowledged with gratitude the 
added burdens assumed by the Chief Clerk 
and her(?) installation of system that made 
the work of the Department more efficient. 
What a bitter pill! 

January 3, 1933: Case load soaring. 
Still lack of understanding prevailing in 
office. Still wondering who is going to 
speak to you. Food budget low. Rumors 
and threats of riots. Police get new supply 
of bombs. : 

January 7: New local worker added to 
staff—sister of politician—college gradu- 
ate—capable. 

January 8: Went to R.D.’s office. Closed 
door. We decided to grow up. Game of 
truth revealed that R.D. felt inferior with 
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college girls around. We in turn were be- 
wildered because of our lack of knowledge 
of the importance of residence laws. Each 
is working under the impression that he is 
to be “boss.” He receives his instructions 
from the chartered political group, Mayor 
and Council, and I from the Board of Con- 
trol. Incidentally, the Board of Control and 
Council are at odds. We talked about two 
heads being better than one and in the future 
we agreed to talk things over. We talked 
about our difficulties in accepting D.P.W. 
standards and methods, and his difficulty in 
having someone pop in and make so many 
changes. Think he is a good old scout, for- 
gave him a lot when he said he did not mean 
to hurt anyone but just didn’t think of the 
usual office courtesies. Both agreed there 
was plenty of work for us all to do. Chief 
Clerk is grand bookkeeper and that is to be 
her job from now on. R.D. is to see com- 
munity people, reporters, grocers, dairymen, 
and so on, and to be the Executive. I am to 
take charge of investigations. Visitors’ recom- 
mendations are to go through unmolested. 

January 16: I talk over cases with cleri- 
cal staff when possible, explaining reasons 
for recommendations. 

January 20: Have new partitions making 
interviewing nearly private. Chairs in wait- 
ing room, curtains, magazines, good lighting, 
and electric fan help to eliminate the neces- 
sity of using newly purchased bombs. 

February 1: “Hopeful” leaves. Re- 
turned to job in factory. Chatted with R.D. 
about standards of office only going as high 
as quality of personnel. 

February 2: A politician produced a 
“Fellow he would like to see get a job.” 
R.D. turns over same to me for interview. 
Said Fellow is a Lodge Brother, knows he 
would be good at the job because he “ was 
something like a salesman once.” Told him 
we would let him know when he was needed. 
Exit Fellow—discouraged. Enter politician 
and R.D. We talked of many things, Holly- 
wood Night Clubs, dining and dancing, 
complaints received by politician of F.W.A. 
workers, politician’s generosity in turning 
over fund of money to F.W.A. given to him 
for Charity. Politician asked why the Fel- 
low had not been given a job. With knowl- 
edge of mounting case loads and insufficient 
workers, said most tensely we did not need 
him at present. Good old diplomat, R.D., 





said I was leaving town for a few days and 
would not need him until I got back, because 
I had a special way of training workers, 
Could have hugged the old dear. Substi- 
tuted look of gratitude and a fleeting smile 
behind the departing politician’s back. 

February 15: R.D. began to turn all 
clients with complaints back to their own 
workers. 

March 1: Am eternally grateful that I 
have every P.M. at the F.W.A. The girls 
there are all wholesome, the office spirit 
good, whole-hearted enthusiasm. Volun- 
teers flocking in (we now have about 500). 
Case load still going up. Transfer of cases 
from D.P.W. to F.W.A. numerous. Red 
Cross work done in conjunction with 
F.W.A. and handled by volunteers increas- 
ing. Large Government supplies coming in. 
New recruits busy sewing and distributing 
clothing. Little F.W.A. is just bustling, 
and in spite of the huge case load (200 per 
worker), there is a feeling of knowing where 
we are going. Community is most inter- 
ested. Board has been interested in D.P.W. 
work. Have been careful to avoid recitals 
of D.P.W. office difficulties unless they could 
be made humorous. It is a good feeling to 
have a Board that knows what’s happening. 
F.W.A. President has been wonderful— 
getting ideas to Board of Control, optimistic, 
and forward looking. 

March 7: Talking a lot these days to 
clubs, church, school, and community groups, 
emphasizing the need of work being done by 
F.W.A. and D.P.W. Shall use this theme 
in annual report. Have spoken highly of 
R.D. and the enormity of his task. 

March 9: Went to R.D. on personal 
matter. Was horrified to find he had kept 
a large group of milk dealers half an hour 
while we discussed it. Back in my own 
office, thought things through. Realize that 
patient, sympathetic ear of R.D. and his 
apparent lack of hurry are an asset we 
trained workers should recapture. In the 
light of this lesson the importance of such 
things as a lack of U-file-M binders and the 
continued use of antiquated application 
blanks seemed diminished. 

March 17: Voter’s list removed today as 
wall decoration. 

April 9: Was able to complete informa- 
tion on boys available for Citizen’s Civilian 
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Camp quickly as office records are accurate 
and complete. 

October 11: Unemployed group headed 
by outside man holds mass meeting. News- 
paper head-lines flare with injustice of hir- 
ing from outside the city the F.W.A. workers 
loaned to the D.P.W. 

October 12: R.D. responds quickly and 
fittingly. All day my office was the brief 
sitting place of members of the “ Curiosity ” 
family. Factory owners, board members, 
and many real friends phoned in that they 
were with us, to keep quiet and the thing 
would blow over. So it did. 

October 15: Grand day at the office. 
Everyone is on speaking terms. Busy. 
Feel things are being accomplished. All of 
us are a little bit proud of ourselves after 
receiving a compliment from the State 
Department. 

November 1: Community Chest Cam- 
paign time. Asked R.D. to write article for 
publicity about the “ joy” the F.W.A. girls 
had been to him. Promised same. 

November 19: Telegrams flooding in 
from State Emergency Relief Department, 
new relief commission, C.W.A. bureau, and 
Federal commodities distribution office. 
Contradictory telegrams with instructions 
arriving daily. Terrific amount of detailed 
work put out comparatively easily because 
of office routine. Feel we are pretty good 
because we can always supply requested 
figures and information. Find it hard to 
accept quite so much dictatorship from out- 
side. Now we know how R.D. felt. 

December 1: Records beginning to be 
used by the public as source of information. 
Landlords most curious about “wise widow” 
tenants. Lawyers find records a short cut 
to secure information. Talked with R.D. 
about even poor people having a right to a 
few secrets. Large sign appeared over 
record file stating information was confi- 
dential and to be given out only by R.D. 
Advised investigators to eliminate or abbre- 
viate certain details in records. 

December 26: All invited to Christmas 
party. Nice bunch of youngsters. Included 
in politician’s greeting list. Had R.D. come 
up to the F.W.A. to see all our dolls and 
Christmas things. Love Christmas. R.D.’s 
daughter, junior in High, pretty, good- 
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natured kid, helped along with several 
youngsters from prep school in delivering 
F.W.A. packages. D.P.W. issued a few 
special orders to special families. 

January 4, 1934: R.D., President of 
F.W.A., and I attended A.A.S.W. meeting 
in neighboring city. Meeting was on trained 
workers in public departments. We felt 
good that we were working together when 
others were just starting. Felt we were a 
leap ahead of many communities in this 
respect. 

January 9: F.W.A. had the first new 
Chevy in town. R.D. and I took the first 
ride. He drove. Liked the tricky starter. 
Delivered diapers. 

February 21: R.D. is now asking me in 
on conferences with State Supervisor of 
Emergency Relief Workers. Before this he 
would see them and report on visits. The 
radio is playing “One Little Thing At a 
Time.” 

March 1: Concerned over growing atti- 
tude in clients that Government owes them 
a living. Consoled by Mr. McLean’s 
articles in the March issue of THE FamIty. 
R.D. and I have been exchanging reading 
material. He likes the Surveys, Gertrude 
Springer. 

March 5: R.D. and I attended Mental 
Hygiene tea. Interesting—good food— 
spring flowers. Like to have him meet nice 
people to compensate in part for a possible 
slight loss of prestige in political circles 
since his alliance with F.W.A. 

March 15: Quite definite possibility that 
D.P.W. is to continue service of F.W.A. 
workers now at D.P.W. and to pay their 
salaries from city funds. I hope to return 
to F.W.A. in a few months, leaving a trained 
worker as Supervisor of case work. The 
R.D. and I can laugh together now over our 
earlier experiences. Even when we dis- 
agree, we respect the other’s judgment. We 
realize we were a bit silly not to have gotten 
together in the beginning and talked things 
out—I wonder whether it could have been 
done? The job is well begun. It has been 
a challenging struggle and very much worth 
while. I feel a great indebtedness and 
loyalty to those members of the community 
who shared in “ The Long View.” 
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A Study of Thirty-two Cases in Which Volunteers 
Have Been Used as a Treatment Tool 
Laura L. Margolis and Elinore Reed Woldman 


HE Jewish Big Sister Association of 

Cleveland is a Department of the Jewish 
Social Service Bureau and is sponsored by 
the Cleveland Section, National Council of 
Jewish Women. The Big Sisters are volun- 
teers who have been given a six weeks’ 
cursory introduction to social work, consist- 
ing of twelve one-hour lectures and a brief 
field experience in the family division of the 
Jewish Social Service Bureau. Half the 
class time is devoted to the study of case 
records with emphasis on the need for under- 
standing personality and on the possible 
motivations of human behavior. To give 
the Big Sister an understanding of some of 
the resources of the community, speakers 
from the health, child care, recreation, and 
vocational guidance fields are called in to 
address the class. The supervisor of the 
Big Sister Department is a professional case 
worker. 

Method of Intake 


The Big Sister Department accepts cases 
for service and treatment not only from the 
Jewish Social Service Bureau (the parent 
agency) but also from the local public 
family agency, the two local Jewish institu- 
tions for the care of children, the mothers’ 
pension bureau, and the foster-home and 
child care agency. 

Before a case is accepted for service, it is 
discussed in conference—the worker from 
the agency who is carrying the case, her 
supervisor, and the supervisor of the Big 
Sister Department—in regard to the need 
for and the possible effectiveness of Big 
Sister service. - 

The Department accepts cases where the 
prognosis for future adjustment is good, but 
where adjustment is likely to be handicapped 
by parental and environmental inadequacies. 
Its treatment can be most effective and con- 
structive with the adolescent girl, of at least 
average mentality, who does not present too 
many serious personality problems. 


Case Load 


A study was made of the thirty-two cases 
(66 per cent of the Big Sister Department’s 





total case load) which were known to the 
Jewish Social Service Bureau within a ten- 
month period. These thirty-two families 
have been served by the Jewish Social Serv- 
ice Bureau for varying periods of time— 
from one year (in three instances) to nine- 
teen years (in one instance), with a median 
of six years. As a whole, then, they have 
received service for a long period of time and 
seem to be rather a chronic group. 


Problems Presented 


Each of the thirty-two cases studied 
showed that parental inadequacy in one form 
or another was one of the important causa- 
tive factors in the situation. In every 
instance vocational maladjustment, unem- 
ployment, insufficient earnings, or unem- 
ployability was present with regard to at 
least one of the parents. Problems of the 
“broken home” were or had been causative 
factors in twenty cases. Poor parental care, 
poor home-making, and domestic incom- 
patibility were by far the most common 
problems, one or more occurring in every 
situation. Behavior difficulties of either the 
father or the mother, low mentality, and 
health problems were the other common 
problems presented by the parents of the 
children called Little Sisters. 

An analysis of the problems presented by 
the Little Sisters themselves, not including 
their parents, siblings, and home environ- 
ment, showed that the majority were in need 
of case work service only because they were 
good potential material and their problems 
of adolescence and growth were intensified 
by their parents’ inadequacies. In some 
cases other siblings in the family presented 
serious behavior problems and received some 
of the attention of the Big Sister. . Three of 
the Little Sisters were mentally dull and 
three presented some personality difficulties. 
All the others presented mainly social, voca- 
tional, and recreational problems. 


Treatment 


Method of Introducing the Big Sister: 
After the situation has been evaluated and 
the Big Sister chosen, she is given a plan 
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sheet—a short summary of the case stressing 
the Little Sister’s background and the prob- 
lems presented. The immediate steps as well 
as ultimate goals in treatment are suggested 
in the plan sheet. All technical terminology 
is excluded in an attempt to make sure the 
Big Sister has a clear understanding of her 
part in the whole treatment program. 

The Big Sister Association accepts as a 
working premise the concept that the basis 
of all relationships between the Big Sister 
and Little Sister should be an informal and 
friendly one. Since 1930, in every situation 
into which a Big Sister has been introduced, 
an effort has been made to keep the family 
ignorant of the relationship of the Big 
Sister to the Jewish Social Service Bureau 
and to the Jewish Big Sister Association. 
The initial contact is usually made in a 
natural, informal manner, through the 
school or the recreational center, eliminating 
the possibility of patronage and of any ques- 
tion in the child’s mind regarding the reason 
for the Big Sister’s interest in her. Maxi- 
mum rapport between the two is not ham- 
pered by any prejudices or blockings which 
the family or the Little Sister might have 
against a social agency. 

Nature of Treatment: For the purpose 
of clarity, the treatment given by the case 
worker is called direct treatment, that given 
by the’ Big Sister is called indirect treat- 
ment—from the point of view of the case 
worker. 

The nature of the treatment given by the 
case worker varied with the problems in the 
case. The type of indirect treatment by 
means of the Big Sister was influenced not 
only by the problems in the case but also by 
the type of services she could offer. In the 
Big Sister Department we have the develop- 
ment of a specialized form of case work 
treatment: the participation of informed lay 
people .in the treatment of problems of the 
individual client. 

The Abrams case presented serious prob- 
lems. It had been known to the agency for 
about twelve years, during which the case 
worker continued an intensive treatment 
program and the Big Sister was introduced 
into the situation for the treatment of one 
individual whose potentialities were good. 
(In this case the Big Sister was assigned 
previous to 1930, and her relationship to the 
agency was known to the family.) 
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The Abrams case was transferred to the present 
worker in February, 1930. Mr. A was a junk 


peddler with cardiac troubles, hernia, stomach. 


trouble, and low mentality, who frequently drowned 
his troubles in drink. There was a history of 
domestic incompatibility since 1924. Mrs. A, more 
intelligent than Mr. A, although in poor health, 
always assumed the responsibility for the family, 
attempting to keep the family together in spite of 
all the disorganizing influences present. Sara, the 
oldest child in the home, was only a problem for 
the Big Sister Department because of the negative 
factors in her environment. Anne, the youngest, 
a young adolescent, was spoiled and demanding. 
A Big Sister was assigned in 1927 to establish 
— and close contact with these two normal 
girls. 

The worker recorded the following, which is 
quoted here to indicate how direct and indirect 
treatment were integrated. 

Direct Treatment: “It is worker’s plan to work 
with Mr. A as much as possible. It may be too 
late in the situation to hope to accomplish any- 
thing constructive but it is important to determine 
the exact status of his health. It will be necessary 
to call and know Mr. A. and, if possible at this 
a to get some background information from 
—— « « * 

Direct Treatment: “In talking with Mrs. A, 
worker hoped to get a little more information 
from her about her own background although this 
may be difficult.” ‘ 

Indirect Treatment: “ Big Sister should be seen 
and plans made with her for the vocational guid- 
ance and the recreation of Sara.” 

After securing the desired information in 
regard to background and present adjustment, the 
situation was referred to the psychiatrist, who 
interviewed all four members of the family. The 
psychiatrist recommended that the home be broken 
up. Sara was placed with a friend of the family. 
The worker recorded, “ Big Sister has been most 
helpful in worker’s work with both Anne and 
Sara. She is very close to Mrs. A and the latter 
trusts her implicitly. Since the Big Sister is also 
in accord with worker’s plans for the family it 
has been very easy to transmit considerable respon- 
sibility for interpretation to Big Sister. Big Sister 
has also followed through carefully both Anne’s 
and Sara’s appointments with the psychiatrist and 
various clinics at the dispensary.” 


It is interesting to note that in this situa- 
tion, as in many others, the Big Sister was 
introduced into a complex situation but was 
given a more or less simple angle of attack— 
that is, to secure the recreation and voca- 
tional guidance information for an intelli- 
gent, fairly well-adjusted girl. A year later 
the Big Sister was being used to help change 
the attitude of the mother toward the plan 
of breaking up the home—against which she 
had fought for many years. Both the case 
worker and the Big Sister had frequent and 
regular contacts with all members of the 
family, in accordance with plans outlined 
during conferences of the Big Sister and 
worker. 
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In order to illustrate graphically the 


services of the Big Sister and the case 
worker, a part of one of the tables in the 


the records studied are listed in Table I. 
(Each service is listed once regardless of 
how many times it was repeated in the same 


study is cited: 


Case Problems Presented 


Smith Parental inadequacies 
M. suspected Tb., 
W. poor health, 
W. low intelligence, 
W. chronic dependent, 
Serious domestic in- 
compatibility. 

Four children were be- 
havior problems. 

Recreational outlets for 
Joe were absent. 

Joe needed dental work. 

Relatives were antago- 
nistic and disinterested. 


or different cases.) 


Direct Treatment 
By Case Worker 


Treatment conferences held to 
get W. to psychiatrist. 

Treatment conferences held to 
interpret to W. need for son 
to join the navy. 

— service secured for 
oe. 

Dental aid for Joe made possible. 

Y. membership for Joe arranged. 

Treatment conferences held with 


Joe. 

Treatment conferences held with 
2 girls to interpret family 
situation. 

Relatives interviewed. 

Family moved in attempt to 
raise housekeeping standards. 


Indirect Treatment 
By Big Sister 

BS obtained school reports of girls. 

Called at settlement to establish 
girls in activities there. 

Asked girls to her home frequently 
to sew with them. 

LS taught BS how to swim. 

BS called at LS’s home and helped 
her to cut out a dress. 

BS effected imprevement in house- 
keeping standards, and visited 
home frequently for informal 
calls. 

Interpreted LS to teacher, who had 
no understanding of LS’s prob- 
lems. 

Frequently asked LS to her home 
for meals. 


School adjustments of girls 


effected. 


Many cases were receiving only indirect 
treatment by the Big Sister at the time of the 
study. Treatment was started by the case 
worker and continued for a period of time 
and then, as the situation adjusted itself or 
changed or the Big Sister became more 
efficient, all treatment was gradually directed 
through the Big Sister. 

An example of indirect treatment planned 
because the previous contacts of case workers 
with the families were unsatisfactory is the 
Brown situation: 


The Browns have been known intermittently to 
JSSB for many years. Mr. B deserted Mrs. B 
and one infant. He returned to the home several 
years later but died in 1917, leaving Mrs. B and 
six children. 

Mrs. B was always a serious behavior problem. 
She placed her children in a child care institution, 
keeping only one with her. In 1929, although she 
did not wish to have the home re-established, it 
was thought wise to do so because the institution 
= that the children were ready to return to the 

ome. 

Because Mrs. B had always rejected social 
workers and because it was necessary 10 help 
Lillian to adjust socially and to her school, a Big 
Sister was introduced a short time before Lillian 
left the institution. The Big Sister has estab- 
lished a very close and purposeful contact with all 
members of this family and the case worker, 
through frequent conferences with the Big Sister, 
has been able to treat, indirectly, the problems 
presented in the home and to help Lillian to adjust 
socially and vocationally. 


What specific services can volunteers or 
Big Sisters give? Their varied services in 





TABLE I 
Variep Services GIvEN By Bic SISTERS 


Establishment of Rapport 

(1) Frequent and close contact with Little Sister 
initiated and maintained. 

(2) Little Sister taken to lunch either at home 
of Big Sister or at restaurant. 

(3) Little Sister taken out for automobile ride 
or show. 

(4) Big Sister attended club to which Little 
Sister belongs. 

(5) Big Sister went on hike with Little Sister. 


General Encouragement and Understanding to 
Encourage New Habit Formations 

(1) Little Sister and her friends invited to home 
of Big Sister. 

(2) Big Sister attended functions in which Little 
Sister participated, such as class night, 
commencement. 

(3) Big Sister had girls at her home for the day 
to sew with them. 

(4) Big Sister gave job in her home to Little 
Sister in order that Little Sister might earn 
enough money to buy dress for graduation 
and class night. 

(5) Little Sister came to see Big Sister at her 
home frequently. 

(6) “During each visit to the home Big Sister 
spent considerable time with Little Sister, 
talking with her, helping her with her school 
work, and trying to become better. acquainted 
with her.” 

(7) “Big Sister sees Little Sister two or three 
afternoons a week (summer vacation) when 
they either read together, or Big Sister 
helps Little Sister with her school work. 
Frequently they go out for automobile rides 
or have picnics in the country, or Big Sister 
goes to the park with Little Sister and they 
play ball together.” 

(8) “W. is very fond of Big Sister and fre- 
quently goes to her home.” 


December, 1934, The Family 














MARGOLIS AND WOLDMAN 271 


(9) Big Sister helps girls in their household 
planning while W. and smaller children are 
at camp. 

Big Sister helps in the preparation of food. 


Educational and Vocational Guidance 

(1) Big Sister looked for jcb for Little Sister. 

(2) Little Sister is accompanied by Big Sister 
to look for job and to interview possible 
employer. 

(3) Big Sister interviewed employer to secure 
additional information on employment 
adjustment. 

(4) Big Sister interested Little Sister in 
employment. 

(5) Big Sister secured job for Little Sister. 

(6) Big Sister secured school reports and 
adjustment. 


Assistance in Treatment of Health Problems 

(1) Little Sister and other members of the 
family accompanied to the dispensary. 

(2) Encouraged Little Sister to attend dis- 
pensary 

(3) Big Sister followed closely the appoint- 
ments for psychiatrists to see that Little 
Sister arrived there. 

Recreation, Understanding, and Rapport 

(1) Little Sister spent New Year’s week-end at 
the home of Big Sister. 

(2) Club activities of Little Sister followed up 
closely and reported to case worker. 

(3) Little Sister interested in camp, and camp 
transportation arranged. 

(4) Recreational opportunities afforded to Little 
Sister through methods of Big Sister in 
establishing rapport. 

Miscellaneous and General Services 

(1) Big Sister looked for rooms for Little 
Sister. 

(2) a furnished to Little Sister by Big 

ister. 

(3) Additional information secured in regard to 
family inter-relationships, case worker kept 
in touch with all plans of the family by 
regular and frequent reports. 

(4) Big Sister helped in a change of attitude 
toward dependency and encouraged desire 
for self-maintenance. 

(5) Big Sister offered contact with examples of 
desirable habit formations. 

(6) Big Sister had more personal and intimate 
relationship with Little Sister than had the 
case worker. Big Sister did not represent 
to the family a professionally interested 
individual, as did the case worker. 

(7) In many instances, after Big Sister was 
officially released, her interest in and influ- 
ence on the family and Little Sister 
continued. 


How Effective Was the Treatment in 
This Department? 

There is significance in the fact that no 
case studied presented problems which had 
become intensified or aggravated during the 
period studied. There is no way of knowing 
how many problems would have become 
aggravated and more serious if there had not 
been intensive case work service. The 
evaluation of treatment has been made by 
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one individual only (the research worker), 
and is not the composite evaluation of a 
group. The only check on such subjective 
measurement is that there were two evalua- 
tions on each case noted in the schedule, one 
at the time the records were originally read 
and studied, and another at the time the 
material was being written up, about a year 
later. There were no marked discrepancies 
between the two evaluations. Where any dis- 
crepancy occurred the case was re-evaluated. 

Table II is a summary of an analysis of 
the treatment of all the cases studied. In 
some cases the changes are marked and 
classification is relatively simple. In others 
there is difficulty in classification because 
they are borderline. One case is excluded 
from this table because there had been no 
dictation by the worker during the period 
studied. The cases were evaluated by com- 
paring the problems presented at the time 
the cases were transferred to the Big Sister 
Department with those present at the end of 
the period studied. 


Tas_e II 
PosstsLE EFFECTIVENESS OF TREATMENT 
No Marked 
S tention Imp —— 
a Situation 
Length of Total Improve- Very Much 
Period Studied Cases ment the Same 
. fo 31 14 17 
Less than 6 mos..... 7 0 7 
6 mos. to } ye....... 4 0 4 
l yr. tol yr.6 mos. 5 1 4 
1 yr. 6 mos. to2 yrs. 3 3 0 
2 yrs. to2 yrs.6 mos. 10 8 2 
2 yrs.6mos.to3 yrs. 2 2 0 


Interesting and significant is the fact that 
none of the fourteen cases in which there 
were significant changes and improvement 
were carried in the Big Sister Department 
for less than one year; four were carried 
from one to two years; and ten were carried 
from two to three years. Of the seventeen 
cases in which no marked improvement was 
apparent, seven cases were carried less than 
six months and eleven cases less than one 
year, four cases from one year to one and 
one-half years, and only two cases for more 
than two years. These two cases have been 
known to the Jewish Social Service Bureau 
a long time—one since 1908 and the other 
since 1919. Both have received most inten- 
sive service on the basis of a carefully 
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analyzed plan with recognition of poor 
prognoses. 

This table indicates that effectiveness of 
treatment can be measured in obvious 
changes in these family situations, but that 
this treatment must continue for at least one 
year before marked changes appear; that 
all cases studied (except two chronic cases 
with poor prognoses) which were carried in 
this department for more than one year 
showed marked improvement and significant 
changes. The number of cases in which 
there were evidences of marked improve- 
ment is even more significant when it is 
borne in mind that all these thirty-two 
cases have been known to the agency for 
some time—one as long as twenty-five years, 
the median nine years. 

The six cases in which the Big Sisters 
were unsuccessful were examined to deter- 
mine the influencing factors. Because the 
principal reasons for these failures suggest 
the “don’ts” in the selection and use of 
volunteers, they are individually listed: 


(1) Big Sister not able to understand Little 
Sister and the many problems presented in 
the home. 

(2) Big Sister not very interested or active. 

(3) Family able to adjust and does not wish 
services of an outsider to their family group. 

(4) Two Big Sisters tried; both asked to be 
released. Case worker failed to recognize 
orthodox customs of children who resented 
and rejected Big Sister because of her non- 
observance of orthodox customs. 

(5) Big Sister who was selected unable to 
establish rapport or understand shyness and 
introvert tendencies of Little Sister. 

(6) Big Sister contact lapsed; never a very per- 
sonal or effective one. 


ALTHOUGH the study confines itself to 
a summary of the findings and omits any 
recommendations, we are tempted to set 
forth certain comments regarding volunteer 
service as the result of our evaluation of this 


“material and our experiences in this field. 


We feel that the volunteer can be effec- 


tively used as a treatment tool in the capac- 
ity of a Big Sister in a case work program 
when the following elements are given 
consideration : 

(1) The volunteer for this type of service 
is carefully selected. 

(2) Following selection, the volunteer is 
given organized preparation. 

(3) Her assignment to a Little Sister is 
carefully planned both with regard to 
the personality and background of 
the volunteer and her potential effec- 
tiveness with a particular Little 
Sister. 

(4) After assignment to the Little Sister 
the work of the Big Sister is closely 
supervised and followed through. 
This by no means implies that the 
Big Sister is not encouraged to use 
her own ingenuity and initiative, but 
it merely emphasizes the fact that her 
ideas and plans need to be integrated 
with those of the case worker. 

(5) Big Sister treatment is most effective 
when the Little Sister is a normal 
child with good potentialities ; where 
the treatment is initiated in early 
adolescence in a program of preven- 
tive case work because of parental or 
environmental inadequacies. 

(6) The varied services given by Big 
Sisters are of a nature, intensity, and 
frequency not usually included in the 
schedule of the professional case 
worker. 

(7) The time element is an important 
factor in evaluating the effectiveness 
of case work as well as Big Sister 
service (see Table II). Another im- 
plication is that consistent case work 
treatment with carefully articulated 
plans must be recorded or possible 
measurements and evaluation cannot 
be made. 
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The Case Work Laboratory 
Francis H. McLean 


Youth Never Comes Again 


The material here presented was written 
by Anne J. Bigus and Emilie Crenshaw of 
the Cook County Bureau of Public Welfare, 
Chicago, in response to the challenging ques- 
tions raised by Mr. McLean in the Case 
Work Laboratory for July, 1934. 


HE momentous problem of youth con- 
fronts us as social workers. The depres- 
sion, emphasizing financial economy, often 
diverts the case worker from considering 
true social economy. Frustration of youthful 
interests, desires, and emotional drives are 
illustrated in many case records. The 
worker at once enlarges her scope to include 
the interplay of individual, family, and com- 
munity when she finds a young boy or girl 
torn between his feeling of responsibility 
toward his dependent family and his desire, 
let us say, to marry. Upon examining 
records taken from a public welfare agency 
in order to analyze the behavior of some of 
its young people, it was found that the ulti- 
mate goal of these individuals was that of 
marrying and establishing their own homes 
in the face of unemployment and dependence. 
The conflict between their desire to have 
full and normal personal lives and their 
sense of responsibility to their families, ex- 
pressed itself in different ways. First, we 
have that group of young persons who are 
self-sacrificing, patriarchal, and demanding 
sacrifice from those about them. These 
young people are independent, proud, ag- 
gressive, and generous. 

John T expects the girl to whom he is engaged 
to settle down with him in his parents’ home, of 
which he has made himself the head. John’s 
father is a mild person who, although industrious, 
never adequately provided for the family. His 
mother, devitalized by child bearing, has slumped 
beneath the load and is willing to give up as much 
family responsibility as anyone will accept. The 
eldest daughter, Mary, ran away at 16, married, 
and has severed all connections with the family. 
John, who was then 18 (now 23), appointed him- 
self the responsible head of the house. He bought 
furniture on the instalment plan, saw to it that the 
four younger brothers and sisters received dental 
and medical care, as reports from the school and 
social worker indicated. Starting to work as a 


clerk at 16, after two years in high school, he 
contributed all his earnings to the family, except 
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for a small saving during the past two years since 
he became interested in Jane. Six months ago his 
wages were cut from $20 to $10 a week and the 
family was forced to seek assistance from a relief 
agency. Jane is earning $5 a week as a nursemaid. 
She is urging John to “cut loose” from his family 
and establish his own home. 

John has discussed his affairs freely with the 
case worker, who finds herself working through 
the family problems with John exclusively. Should 
he encourage Jane to marry him and come to his 
parents’ home to live? She has scoffed at the 
mention of it. He doesn’t see how his parents can 
manage without him. His father is 55 and an 
unskilled laborer. The mother has had physical 
and neurological examinations and the only find- 
ings are those of dependence upon a stronger 
individual. 


Just what should be the worker’s role in 
this situation? Is there not much work to 
be done with both the father and the mother, 
but who should do it? John’s patriarchal 
temperament would probably be able to com- 
pensate for his individual losses—but what 
about Jane who appears to be devoted to 
him? Should she become a servant in the 
family? Do we have a right to encourage 
young people to sacrifice their futures? 
Should parents be allowed to restrict a child’s 
normal development? Looking into the 
future, which effect upon the community 
would be worse—a dependent family with a 
maladjusted boy and all the potentialities 
that go with social maladjustment; or a de- 
pendent family and a striving, ambitious 
wholesome couple? 


IN our second group we find young people 
who make attempts to carry the responsi- 
bility of their families on their shoulders, but 
fail. Why? It may be that they are imma- 
ture, too dependent upon direction from 
others. Their emotional life is not yet stable, 
often because of an unwise parent-child 
relationship. Then there are all the person- 
ality difficulties that may come to the fore 
under too great pressure. All these forces 
are apt to cause extreme instability—with- 
drawal from normal social activities, and 
so on. 

Kenneth’s semi-invalid mother and adoring 
younger sister supplied him with sufficient appro- 
bation to enable him to turn over his small earn- 
ings when he had a job as a messenger in a busi- 


ness firm. After losing this income, the family 
applied to the public agency. Kenneth became de- 
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jected. Then the C.C.C. opportunity came along 
and he willingly enlisted. After being at camp for 
a short time he resented being treated like every 
other boy and returned home. Since his return he 
has slumped into a listless, dejected boy of 19, who 
displays no desire to work at anything. He com- 
plains a great deal and threatens to “go on the 
bum” if he does not find a job. Occasionally he 
“goes on a bat” with a gang in the neighborhood. 
He feels that there is nothing that he as an indi- 
vidual can do successfully. 

Kenneth voices an interest in the Y.M.C.A., 
church activities, and C.W.E.S. classes which 
from time to time have been planned with him; 
but he has never taken advantage of one of these 
opportunities which the worker has suggested are 
for boys like himself. The mother has discussed 
the family situation with the worker, but every 
approach she has made has brought out volleys of 
irritability and unreasonable behavior on the part 
of Kenneth. He once murmured that if he ever 
did earn any money again he would spend it on 
clothes and entertainment. He feels that he will 
never be able to think of marrying. 


The case worker questions as to how con- 
spicuously she should loom in this depend- 
ency picture, and how much encouragement 
she should offer Kenneth. She has attempted 
to restimulate his sense of responsibility for 
his mother and sister, but he has taken a 
futilistic attitude toward life because of both 
his and the worker’s failure to find a job 
for him. 

Have we a right to consider these young 
people failures in the performance of their 
duties? Does the worker, by encouraging 
them to express themselves, project her own 
standards rather than the ideals of the child 
himself? How much time do we have in 
which to attempt constructive work with a 
growing boy experiencing the transition 
from childhood to manhood? 


Henry, another example of this group, was not 
emotionally up to the job before him, because of 
the strain became physically ill and was unable to 
work for several weeks because he had severe 
pains in his side. He avoided social contacts of 
all sorts. A thorough examination—both physical 
and neural—revealed a mental conflict developed 
from his sense of responsibility in his parents’ 
home where he was the sole support and where he 
made many sacrifices. He was not able to dress 
and to spend money as did other boys who were 
working with him. He listened to their recitals 
of evenings spent with “girl friends” and was 
often twitted for never being seen with a girl. As 
a matter of fact, he told the worker after months 
of developing his confidence, he had “his eye” 
on a girl in the factory where he worked and he 
was certain that she liked him from the way she 
looked at him—but he did not have as much as 
fifty cents a week for himself. 


The worker who has been studying this 
situation questions where her treatment of 
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the parents and the earning child should 
begin and where it should stop. Henry has 
made feeble attempts to enter into social 
activities engineered by the worker and has 
shown a desire to discuss his approach to the 
“girl friend.” But he has not been able to 
discuss with his mother the use of more of 
his money for his own recreation as she be- 
lieves that children should support their 
parents without complaint. 


IN the third group we find those who con- 
sciously resist responsibility for their de- 
pendent families—often because of their 
feeling of futility about their circumstances 
and those of the family. Usually there has 
been a considerable change in the standard 
of living of the family which is followed by 
little adjustment in their thinking. These 
young people are usually self-centered to a 
marked degree. 


Charles, aged 23, refused to contribute more 
than $5 a week to his mother and six half-brothers 
and sisters. He was working in an office down- 
town where a good standard of personal appear- 
ance was necessary; and besides, he was saving 
for his intended marriage. His mother believed 
that Charles should be allowed to do this and that 
the relief agency should assume the responsibility 
for the care of the family so long as her husband, 
from whom she is separated, is contributing 
nothing. 

In an office interview with Charles, the worker 
informed him that if he moved away from home 
he would in all probability have to pay more than 
$10 a week for board and room; and that the court 
might also order him to pay something for the 
support of his mother. Charles replied that then 
he would have to postpone his marriage for the 
fourth time. He was bitter toward his step-father 
who recently “laid for him” with a razor after a 
quarrel concerning support. 

Charles wavered between leaving home and giv- 
ing up his job altogether, but finally decided that 
his devotion to his family was great enough for 
him to remain at home, contributing $10 a week 
instead of $5 out of his salary of $20. 


The case worker’s philosophy and pro- 
cedure in these situations are frankly ques- 
tioned by the workers themselves. Do we 
find strong personalities who, if thwarted in 
normal living, have their lives warped and 
who will possibly become social problems? 
What problems follow in the wake of the 
boy or girl who leaves a wholesome home 
because he is not permitted to pursue his 
own ideals? Is the worker in danger of dis- 
rupting a normal family unit? What re- 
sponsibility does the worker have in inter- 
preting rather narrow agency policies? Is 
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the case worker creating abnormal problems 
in the community by pursuing practices of 
immediate economy both to the organiza- 
tion and to the family? Where does the 
responsibility of the agency enter when the 
immediate shaping of lives is so vitally con- 


cerned? Looking practically at this prob- 
lem, can the relief organization afford to go 
along with the young person, allowing him 
to violate agency policies temporarily, while 
the case worker analyzes and treats the 
situation ? 


Editorial Note 


The Family Agency as a Social 
Laboratory 


HE charity organization movement— 

or, as we call it today, the family wel- 
fare movement—had from its inception in 
this country two major objectives which it 
considered inseparable. The first had to do 
with constructive work with individuals and 
families—to help them in such a way that 
they might become capable of helping them- 
selves, to develop their capacities for being 
socially productive members of society. 
The second equally major emphasis was 
envisaged as an obligation to utilize the 
knowledge gained from contacts with indi- 
viduals as a basis for changing social and 
environmental conditions which interfered 
with the individual’s social self-maintenance, 
so that not only the person who sought help 
from the agency might be freed from exter- 
nal handicaps but that desirable social 
changes might enable others to avoid both 
social and economic disaster. 

This second emphasis was not thought of 
as a passive role. There are many instances 
in the early days of the charity organization 
movement of aggressive social and com- 
munity leadership: the initiation of recre- 
ational resources, not only to meet the needs 
of families known to the agencies but to 
prevent delinquency in children and adults; 
efforts to improve housing conditions both 
through stimulating the building of better 
houses and through legislation as to mini- 
mum housing requirements; active partici- 
pation in behalf of child labor laws which 
did not cease with the passing of legislation 
but continued as a lively and _ practical 
interest in its administration. We find 
family welfare agencies not only supporting 
but taking an active part in initiating im- 
proved legislation relating to desertion, to 
workmen’s compensation, and to the mini- 
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mum wage. Traditionally there seemed to 
the leaders of the movement no practicable 
divorce between curative and preventive 
activities; both were in behalf of families 
and individuals, and the well being of all 
members of the community was the concern 
of the C.O.S. Indeed, we find as early as 
1888 that the then leaders of the C.O.S. 
throughout the country feared that the use 
of the word “family ” in their titles would 
indicate a lessening of their interest in all 
aspects of social living that affect families 
and individuals. 
Whether or not this fear was justified, it 
is heartening to find that family welfare 
agencies are still carrying on the two tradi- 
tional emphases so clearly present in the 
records of the earlier days. From an agency 
in the middle west we learn, “ Co-operation 
with the schools in connection with child 
behavior problems will, we hope, lead to the 
reinstatement of the visiting teacher under 
the school system, abandoned three years 
ago as an economy measure.” In a New 
England city a study of a group of families 
indicated not only present but potential 
evils because of lack of wholesome recre- 
ational facilities and the family agency, on 
the basis of its factual data, interested the 
city fathers and the private recreational 
agencies in establishing a variety of re- 
sources to meet the need. In a town in New 
York State the case committee presented its 
case material showing the need of a nursery 
school to a woman’s club which, on the basis 
of facts presented, brought about the organi- 
zation of the needed resource. Many agen- 
cies have active committees on housing— 
some have already succeeded in stimulating 
building of low cost housing, and others are 
focusing on improving housing laws. We 
find much concern with the effect of inade- 
quate wages, of unwholesome working con- 
ditions, and attempts to mobilize informa- 
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tion gleaned from families known to the 
agencies so that these adverse conditions 
shall not continue. 

One of the most interesting evidences of 
this continuing interest extending from the 
needs of families actually under the care of 
the agency to the needs of others in similar 
circumstances in the community who are or 
may be handicapped by the same conditions 
comes from Providence, R. I.: 


In 1928 a Committee of the Council of Social 
Agencies made a study of the problem of the care 
of the aged, as a result of which the Family Wel- 
fare Society was requested to take care of aged 
persons in their homes, and the sum of $2,000 was 
appropriated by the Providence Community Fund 
especially for that purpose. The number of aged 
persons assisted and the cost of their care in- 
creased rapidly and in 1933 the expenditures of 
the Society for the care of the aged amounted to 
approximately $33,000, about 21 per cent of the 
total budget of the agency. 

In the spring of 1933 the Board, recognizing the 
problem involved, directed the appointment of a 
Committee of seven to study the question. This 
Committee held a number of meetings, as a result 
of which it reached the conclusion that, whereas 
the Family Welfare Society was assisting 175 per- 
sons sixty-five years of age or over, there were 
in the City of Providence at least 1,250 persons 
over the age of sixty-five who were in need of 
such care. The amount usually allotted by the 
Department of Public Aid to aged persons was 
found to be a $1.50 grocery order a week for one 
person, and $2.50 for a couple. 

The Committee also canvassed the situation as 
to homes for the aged, conferred with other cities 
and states as to definite programs, and reached 
the conclusion that the problem of care for aged 
persons in Providence was so extensive that it 
could not be met with the resources available to 
the Society; that the problem was not adequately 
met by any other program; and that the old age 
problem should be referred back to the Council 
of Social Agencies for further action. The Com- 
mittee also expressed the unanimous opinion that 
some form of State legislation was necessary if 
the question of care of the aged was to be met. 

After discussion in the agency Board and the 
Council of Social Agencies the matter came before 
the Executive Committee of the Council and a 
Committee was appointed with instructions to pre- 
pare a draft of a statute that would provide for 
old age assistance. This Committee, of which the 
chairman of the family agency committee was a 





member, held a number of meetings and eventually 
prepared and submitted to the Executive Com- 
mittee a draft of a statute somewhat similar to the 
Old Age Assistance Act of Massachusetts. The 
Executive Committee was doubtful as to the pro- 
priety of its seeking the enactment of particular 
legislation of this type, at least without the sanc- 
tion of the Council as a whole, and therefore took 
no official action. The Act was, however, intro- 
duced in the State Legislature during the session 
which began January, 1934, and a women’s com- 
mittee, in which certain of the family agency 
Board members were active, was formed to work 
for its enactment. It seemed impossible, however, 
in view of the State’s financial condition, to secure 
passage of the Act at the 1934 session, and the 
matter is now quiescent, with the probability that 
the Act will be reintroduced at the next session of 
the Legislature. 

At the present time the Committee of the family 
agency is sponsoring a state-wide committee to 
consider a state program for the care of the aged. 


A recent letter from a board member in 
a Pennsylvania agency presents additional 
evidence of the present thinking of family 
agencies. “Should family societies take 
more part in a preventive program in com- 
munities? We deal continually with prob- 
lems resulting from poor housing, low 
wages, lack of education in sexual matters, 
and so on. We have valuable data on these 
types of social ills. Could and should we 
use these data in some way to attack the 
problems?’ However much the ways may 
differ in different communities, the answer, 
on the basis of both historical and current 
activities, we venture to suggest must be an 
unqualified affirmative. Family agencies 
cannot be effective in helping individual 
families unless, as an integral part of that 
very service, they are concerned with the 
community in which these families find the 
source of their social and individual malad- 
justment. The agency can and should be 
not only a clinic for those suffering from 
social ills but a social laboratory constantly 
studying the sources of those ills and, on the 
basis of accurate knowledge, attacking them 
at their roots. 
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Book Reviews 


HE ContrisuTion oF RELIGION TO SOCIAL 
Work: Reinhold Niebuhr. The Forbes Lec- 
tures, New York School of Social Work. 
Columbia University Press, 1932, 94 pp., $2.00. 


These lectures state a problem rather than point 
the way to its solution. 

Possibly the most valuable contribution they 
make to our thinking on a vexed subject is analysis 
of the different situations in which religion may 
function in relation to social work. As Dr. 
Niebuhr sets them forth in his various chapters 
they are as follows: the church as an institution 
maintaining its own social agencies; the church 
inspiring its members to support general social 
agencies; the use of religion as a tool in the up- 
building of personality, i.e., the social worker’s 
use of religious forces in the client’s life; the social 
worker’s own need for religious experience; and 
finally (and, we judge, to Dr. Niebuhr, most im- 
portantly), the part of religion in a program for 
social change. Dr. Niebuhr finds a justification 
for religious activity in each of these situations, 
though he is pessimistic about present performance. 
He finds present day religion (and to an extent, 
present day social work) mainly identified with 
the conservative, middle-class attitude of preserva- 
tion of the status quo, rather than actively inter- 
ested in bringing in a more just social order. 

“Religion is,” he believes, “on the whole an 
affair of the will and the emotions rather than of 
the mind.” “It is possible, of course, to wed a 
critical and scientific intelligence to religious im- 
pulse, but the union is not quite a natural one and 
is not often achieved.” Yet, “the social worker 
needs the insights of religion” because “ without 
some kind of religion it is not possible either to 
be assured of the significance of your mission or 
to be confident of the whole moral enterprise of 
which you feel it to be a part.” 

To the present reviewer, the disappointment of 
the book is the lack of rigorous definition of the 
central term—religion—and of the area of human 
behavior in which it peculiarly operates. Dr. 
Niebuhr points out that it is “supra-rational” of 
necessity, and, to repeat, concerned so almost en- 
tirely with individual emotional life as only with 
difficulty to carry over into group or social life; 
“but” even in the personal emotional realm 
“whenever a moral problem involves a complex 
situation with many conflicting and competing 
values religion is usually not a helpful ally in 
moral struggle.” “Ideally, religion is the com- 
mitment of life to the highest values, conceived as 
the will of God.” This is definite and clear cut, 
though one may not entirely agree with it. But 
one confesses to some bewilderment when justice 
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is definitely excluded from those “highest values,” 
“  . . for justice is a concept which emerges 
when a careful calculation is made of conflicting 
rights and competing similarities.” 

That sense is deepened when later we are told 
that “religious convictions” may be “avowedly 
non-religious” but still religious “so long as they 
transcend the bounds of rationality.” To the re- 
viewer, this latter use of the word seems so broad 
as to rob it of any effective meaning. 

The book gives a convincing picture of the. 
difficulties that face anyone who tries actually as 
well as ideally to achieve that “not quite natural ” 
but very important, as Dr. Niebuhr believes, union 
of the religious and the scientific attitude. For a 
clear statement of Dr. Niebuhr’s social philosophy, 
especially the conflict between justice and love and 
between man and the social order, one must go to 
his longer books. The present one constitutes a 
powerful argument for separation of social work 
from religious control, and an effective challenge 
to the churches to examine and define their beliefs - 
in modern terms and their practice in social action. 
It calls both groups to the task of re-making our 
“immoral society.” Mary BriIsLey 

National Council Church Mission of Help 
AMILY WeEtrare And Retier ACTIVITIES IN 
PITTSBURGH AND ALLEGHENY County, 1920- 
1931: Edith Miller Tufts. Social Research 

Monograph Number One, Bureau of Social 

Research, Federation of Social Agencies of 

Pittsburgh and Allegheny County, Pittsburgh, 

1932, 68 pp., $1.00. 


This monograph presents a valuable statistical 
analysis of relief and family welfare developments 
in the Pittsburgh region during the eleven-year 
period ending with the second year of the depres- 
sion. It was up to date when published. and it is 
not the fault of author or publishers that the pic- 
ture has changed completely several times since 
this pamphlet appeared, so that it is now definitely 
an “historical” document. 

One of the most interesting portions of this 
monograph deals with dependency areas, which 
are mapped on the basis of census tracts. 

The author’s style is clear and readable, and the 
typography of the pamphlet is excellent. A section 
on “Highlights,” at the beginning, gives in less 
than two pages the gist of the material in the 
report. 7 

Altogether, this is a useful addition to relief 
literature in general and to Pittsburgh’s “ five foot 
shelf” on social work in particular. It is the sort 
of publication that indicates the importance—and 
indeed almost the necessity—of maintaining a re- - 
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search unit like the Pittsburgh Bureau as an 
integral part of any effective federation for com- 
munity welfare planning. 
ArtHuR DUNHAM 
Public Charities Association of Pennsylvania 


HE Free Necro Famiry: A Study of Family 
Origins Before the Civil War: E. Franklin 
Frazier. Fisk University Press, Nashville, 

Tennessee, 1932, 75 pp., $1.00. 


In his The Negro Family in Chicago, Professor 
Frazier analyzed the changes in the Negro family 
incident to urbanization. He showed among other 
things that those families having a tradition which 
goes back to pre-Civil War times, as a rule, be- 
came a stabilizing force in a population faced by 
the necessity of profound readjustment. The Free 
Negro Family is an outgrowth of that study and 
traces the origin of some typical free Negro fami- 
lies and their rdle of leadership in the progress of 
their race. 

Not only were there from the beginning of the 
black man’s history in America considerable num- 
bers of free Negroes, but the free class seems to 
antedate the slave class, since the earliest arrivals 
in this country came as indentured servants rather 
than as slaves. Through intermarriage with whites 
and freemen, through manumission, and through 
purchase of their freedom, numbers were added to 
this class. Law and custom put obstacles in the 
path of advancement of the free Negroes and their 
number was greatest in those areas where the 
plantation system was on the decline. The Tide- 
water Region of Virginia and Maryland; the 
Piedmont Region of North Carolina and Virginia; 
the seaboard cities of Charleston, Mobile, and 
New Orleans; the northern cities, including Bos- 
ton, New York, Chicago, Cincinnati, Philadelphia, 
Baltimore, and Washington; the Northwest Terri- 
tory, comprising such settlements as Cass County, 
Michigan, Hammond County, Indiana, and Wil- 
berforce, Ohio; isolated communities of Negroes 
and Indians; and the Seminoles of Florida repre- 
sent the chief settlements of the free Negro 
population. 

In the course of time the free Negro population 
became largely an urban group, predominantly 
mulattoes or mixed bloods. They were able to 
obtain a better education, to engage in religious 
and cultural activities more freely, and to enter 
the skilled occupations and trades from which the 
slave element was more or less barred. These 
free Negroes, through intermarriage and through a 
peculiar system of concubinage or placage involv- 
ing white men and mulatto or quadroon women 
characteristic of Louisiana, achieved a continuity 
of family solidarity generally lacking in the slave 
group. Their careers, involving the acquisition of 


considerable wealth, cultural achievement, and 
social status, constituted a leavening element in 
the communities in which they settled. The 
descendants of these families even today are fre- 
quently found in the most conspicuous places in the 
Negro world. 

Although .Dr. Frazier has not completely avoided 
the issue, one wishes that he had found a larger 
place in his study for the decline in prestige and 
status of the descendants of these distinguished 
Negroes under the leveling influences of contem- 
porary urban life—especially in the midst of a 
white world which insists on treating all Negroes 
as if they were an undifferentiated mass of an 
inferior variety of the human species. This study 
offers convincing evidence that, aside from native 
capacity and opportunity, a tradition of success 
which is transmissible through the family and com- 
munity heritage may become the decisive element 
in social achievement. Louts WirtH 

University of Chicago 


OLLEGE Women Anp THE SoctAL SCIENCES: 
Essays by Herbert Elmer Mills and His 
Former Students. John Day, New York, 

1934, 324 pp., $2.50. 

This volume presents a gracious and valuable 
collaboration between an influential teacher and 
some of his students. One shares here with him 
the glow of pride that was Cornelia’s as she spoke 
of her “jewels.” The essays show clearly the 
motivation of college classroom discussions in a 
free and stimulating atmosphere upon later par- 
ticipation in public affairs. 

Social workers recognize among the chapter 
authors such professional and lay leaders in our 
field as Ruth Taylor, Gertrude Vaile, Sydnor 
Walker, Lillian Quinn, Katharine Z. Whipple, 
Margaret Culkin Banning, and Jane Culbert. His- 
toric reviews of “ Philanthropy in the Twentieth 
Century” and “ Public Relief” will be of special 
help. 

In “ Public Relief” Miss Vaile has brought out 
the striking contrast between the concept today of 
public responsibility and the opinion of William 
G. Sumner in 1883 when he wrote, “If anyone 
thinks that there are or ought to be somewhere 
in society guarantees that no man should suffer 
hardship let him understand that there can be no 
such guarantees unless other men give them, that 
is, unless we go back to slavery and make one 
man’s effort conduce to another man’s welfare.” 

The changes in the attitudes of philanthropists 
and their principles of giving in the past thirty 
years form the basis of Miss Walker’s chapter. 
In it we see the skepticism of large givers as to 
the value of setting up any definite purpose for 
the use of their gifts except that of experimenta- 


December, 1934, The Family 








a a no 


—~ 


oa .  e@: © ete oe om @8e oe ar 


__ 


os aw ae 6 


an & se eo 22 oe 26 





ao ;rasea 


he Fh 


wr wT Ts FF wa HS FF 








BOOK REVIEWS 279 


tion or research. She shows clearly the tendency 
to leave with the tax supported bodies responsi- 
bility for coping with social conditions and the 
needs of the individual. 

Admirable introductory and closing chapters are 
by Professor Mills, or “ Millsie” as he has been 
affectionately called by Vassar students. 

RutH Hit 
New. York City Department of Public 
Welfare 


EVI Simuiman Ives: John O’Grady, LL.D. 
P. J. Kennedy & Sons, New York, 1933, 
98 pp., $1.25. 


A biographical sketch of one of the pioneers in 
Catholic social service in this country is offered in 
this slim volume. Ives was born in 1797 and died 
in 1867. For many years an Episcopal rector, he 
finally turned to the Catholic Church and found 
his field of work in the development of child care 
in the Catholic field. As a layman (for he was 
married) he gave to the St. Vincent de Paul move- 
ment forceful leadership and much of the strength 
which has carried it along to its present widespread 
usefulness. 

His viewpoint, embodied in the activity of the 
New York diocese, was quite ahead of that hitherto 
accepted. “ He regarded the permanent separation 
of children from their own homes as a last resort. 
He was convinced that most neglected children 
merely needed short periods of intensive training 
after which they could be returned to their own 
parents. He believed that in the beginning all sep- 
arations of children from their parents should be 
regarded as temporary did not believe in 
having New York City rid itself of the care of its 
dependent and neglected children by placing them 
on western farms.” 

It is fortunate that the life of this pioneer and 
his influence on the developing social thinking of 
the middle of the last century have been thus 
recorded. Francis H. McLean 


HE BEGINNING OF A Mortat: Max Miller. 
Dutton, New York, 1933, 253 pp., $2.50. 

A review in the Nation attracted me—not that 
I hold by the Nation or its reviews particularly— 
and I asked the Library to get it. The Library— 
economy, no doubt—sent back word they did not 
go in for books on Child Psychology. But I have 
to practice economy too, so I sent them a note, 
enclosing the review. 

It did not turn out a bit as I had expected. I 
misled the Library when I said it was not psy- 
chology. It is psychology; what’s more, if you 
want to look at it that way, it is case history, 
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about as good history and about the best recording 
I have ever read. But don’t let that frighten you. 
It is a grand book. 

A couple of hours will finish it. Twenty brief 
chapters in all, each one relating a memorable inci- 
dent in the life of a small boy—memorable to him, 
that is. For a small boy’s world is not our world. 
He takes life for granted. ‘“‘ Nobody told me John 
Lawrence was married.” That conveys the boy’s 
surprise when he finds a woman in Lawrence’s 
shack. As far as the boy is concerned, it conveys 
nothing more; to the sophisticated reader, it sug- 
gests at once the fact that the woman in the shack 
did not legally belong there; to that small boy 
grown up, the author, it is a fact of enough signifi- 
cance to have been retained over the years and to 
have contributed to The Beginning of a Mortal— 
which brings me at once to the core of the book 
and the reason for this brief dissertation. 

For somehow the author of this book has man- 
aged to do two things. He has set down a growing 
child, in the simple world of that child—for to the 
child the unrelated day-by-day incidents are 
simple—with all the child’s naiveté and acceptance 
of bare facts, even though they may and frequently 
do cause wonderment; and at the same time he has 
managed to convey all the meaning and weight of 
these facts in relation to a mortal in the making. 
Sometimes the child himself is aware that they 
have significance, as in the incident where he 
lights firecrackers in his trip across the prairie, 
and then retraces his steps to make certain each is 
out. “We had fought two prairie fires already 
that summer, and I did not want to have to tell 
my father that I was the one who started a new 
one. After this day, firecrackers never meant any- 
thing to me. They were only for boys.” More 
often they are merely passed over, or at most food 
for momentary thought, put out of consciousness 
with the next day’s coming. He never under- 
stood, for instance, why Harry Landers, whose 
wheat was ruined by hail, and who lacked the 
forty dollars needed to buy fodder for his horses, 
took to prizefighting. It had not occurred to him 
that a man “could be just a man and a prize- 
fighter, too.” Harry’s jaw was broken in three 
places. “For the fight, John Lawrence told me, 
Harry Landers received forty dollars, the price he 
had agreed on ahead of time.” 

“John Lawrence also said: ‘The God damn 
poor fool. But maybe his horses anyway will 
thank him!’” 

The child as a child is never lost, the reader is 
able to perceive each incident through his eyes, at 
the same time that he is made aware of its under- 
lying nuances. 

HELEN WALLERSTEIN 
Jewish Welfare Society of Philadelphia 
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